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INTRODUCTION TO THE PORTFOLIO
This portfolio contains a selection of work completed during the Doctorate of 
Psychology (PsychD) clinical training course. This includes an academic dossier, a 
clinical dossier and a research dossier. Within each dossier, the work presented is 
in the orderinwhich it was completed to illustrate the development of academic, 
clinical and research skills over the duration of training. This portfolio also 
demonstrates the range of client groups, presenting problems and psychological 
approaches covered during the course.
In order to maintain anonymity and confidentiality, all of the names used are 
fictitious and some details have been altered.
Copyright Statement
No part of this portfolio may be reproduced without permission of the author, 
except for legitimate academic purpose. © Rupinder Johal
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LITERATURE REVIEW
"A Review o f the Literature on Factors Contributing to Disengagement 
from  Psychotherapy in Adults."
Year 1 - January 2010
Rupinder Johal
TITLE: A Review of the Literature on Factors Contributing to Disengagement 
from Psychotherapy in Adults.
ABSTRACT
Disengagement from psychological therapeutic interventions raises important 
issues that range from the economical aspects of efficacy, to the effective 
rehabilitation of problem areas. This literature review was conducted in order to 
explore the contributing or predictive factors of treatment attrition. Emerging 
themesfromthe literature are discussed as are their implications with regard to 
future clinical practice and research. These include the importance of exploring 
and working with dynamicfactors such as therapeutic alliances and motivation in 
orderto be more responsive to the client as opposed to relying on demographic 
information to inform practice. Recommendations are made in order to work 
towards providing optimum conditions for minimising treatment attrition.
MAIN TEXT
Declaration of Position
I currently workwith a Psychotherapy Unit and a Community Mental HealthTeam 
and disengagement from therapy has been a talked about subject on both 
placements. Before attempting to take on referrals for individual or group based 
interventions their likelihood of dropout is considered. Much of my previous 
experience has been in the forensicfield where treatment attrition is particularly 
problematic. Having been involved in facilitating group therapy, finding out what 
engages and disengages people has always been of interest to me and inspired 
me to conduct my MSc research on factors of engagement with mentally ill 
offenders in a high secure psychiatric hospital. Having utilised Interpretative 
Phenomenological Analysis (IPA) myself, I believe that this topic should be 
explored qualitatively in order to maximise the depth of information obtained
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from participants about not just who they are but why they are choosing to 
disengage. For this reason I am critical of research that provides a superficial 
understanding of treatment attrition which in turn gives little  direction to 
therapists on how to maximise the effectiveness of their treatment.
Introduction
Psychotherapy is widely recognised as an effective way of decreasing 
psychological distress and promoting behavioural change while carrying less of 
the disadvantages of taking medication. Shifts in public opinion have indicated 
that people are far less happy to leave their psychological care in the hands of 
medical experts due to complaints about the widespread prescription of 
tranquillisers (Obholzer, 1989) while people who receive psychotherapy report 
being pleased with their experience (Steven, 1996).
In order to work effectively, psychotherapy relies on the compliance and 
engagement of service users as demonstrated by the improved outcomes 
associated with higher levels of attendance and engagement (e.g. Simpson eto/., 
1995; Cheisa et al., 2000). Concurrently, disengagement from psychotherapy is 
equally problematic for organisations as well as individuals.
This review w ill examine the problem of dropout from psychological therapy and 
explore the associated factors in the literature. It w ill then suggest the 
implications on clinical practice and future research of these findings. The review 
also contains several "reflective boxes' which contain reflections on my clinical 
and research experience from reviewing the literature.
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Method
Using previous research knowledge and considering synonyms (e.g. dropout; 
attrition, early/premature termination, disengagement), a list of possible search 
terms was generated. Initial searches yielded findings on the type of people who 
drop out of therapy and it was then thought importantto consider why they drop 
out and such search terms as 'resistance' were also used. The search was not 
inclusive of studies about outcome or efficacy of treatments but rather 
engagementand disengagement. Initial searches returned earlier papers. These 
were included to demonstrate how research as seemingly evolved to include 
more in-depth information since the 1980s. The search criteria was deliberately 
kept wide due to the split nature of my clinical placement work which 
incorporates both Psychodynamic and Cognitive Behavioural Therapy (CBT) 
approaches, both individual and group work, and people with various presenting 
problems. It was hoped that this would give an informative overview of the 
research in this area which could easily be related across my clinical work. Themes 
that were identified as having some moderating effect on disengagement from 
psychotherapy are discussed below.
THEMES FROM THE LITERATURE 
Defining Disengagement
Disengagement from psychotherapy can be illustrated as numerous behaviours 
including clients' attendingwith dysfunctional attitudes, failingto address therapy 
interfering factors such as substance misuse while undergoing treatment, 
noncompliance with out of session assignments, disruptive or un-cooperative 
behaviour during sessions, lackingfocus, sporadic attendance, and ultimately the 
most severe or problematic; attrition.
Even attrition appears to have several sub categories including terminating 
therapy before the intended duration, fa ilingto attend sessions or terminating
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treatment without the consent of the therapist. The studies discussed throughout 
this review have all enforced their own criteria on what constitutes as a dropout. 
Wierzbicki and Pekarik (1993) demonstrated the importance of such distinctions 
by showing that their overall dropout rate of 48% is subject to change when the 
requisite criteriaforattrition is made more or less flexible, highlighting the need 
for researchers to operationalise their definition of attrition.
The Prevalence of Disengagement from Psychotherapy
Alarmingly, it has been indicated that a third of people presenting for 
psychotherapeutic interventions do not receive them in the entirety. This figure 
has been reported to apply across both group (33-50%) and individual (31-56%) 
modes of therapy (Baekeland & Lundwall, 1975). However, since then 
Westbrookeand Kirk (2005) have reported a lower rate of 22.5%, as have Hewlett 
et al. (2007) of 20.8% and Davis et al. (2006) of 12.3%. It is speculated that this 
lower rate of attrition may be explained by the intensive nature of the therapy in 
such studies, which requires a larger commitment likely made by people who 
have more insight or motivation.
Despite holding the potential to reach a larger number of service users, treatment 
attrition is reportedly higher in community based samples and in internet based 
interventions with some authors reporting dropout rates of up to almost 65% 
(Devineni & Blanchard, 2005). This may be because such interventions or settings 
do not hold the advantages of inpatient treatment, including increased 
compliance, fostering of therapeutic alliance, systematic challenging to 
destructive behaviour and containment of suicidal gestures. Conversely, a much 
higher estimation of 44-66% attrition is given regarding personality disordered 
inpatients by Kelly et al. (1992).
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Private practices, which appear to be generally underrepresented in this type of 
research, seem to have much lower dropout rates. I believe this is related to the 
fact that such clients have by then time identified a problem, made a choice to 
engage and invested a considerable amount of time and money in looking for the 
right therapist f it  (DuBrin & Zastowny, 1988).
Despite varying reported rates of disengagement from different therapeutic 
settings, the statistics indicate treatment attrition is occurring at an above­
desirable level.
The Impact of Disengagement
The National Institute forClinical Excellence (NICE, 2007) guidelines recommend 
prioritising psychological interventions that are based on the best available 
evidence of efficacy and cost effectiveness. While attrition continues to be a 
problem, the cost effectiveness of psychotherapy remains questionable and 
evaluation of interventions remains difficult. This is because treatment attrition 
raises important concerns at both organisational and treatment levels ranging 
from the economical aspects of efficacy (ensuring that programmes make an 
appropriate use of relevant referrals and are cost efficient and the evaluation of 
programmes; Foster & Bickman, 1996), to the functional aspect of effective 
treatment and rehabilitation of the problem area identified, particularly as 
patients have been shown to improve in their condition if they remain in 
treatmentfora longer period of time (Cheisa et a i, 2000). Emphasis on the latter 
is arguably greatest where the focus is on key areas of psychological dysfunction 
that contribute to high risk behaviours.
In addition, a high turn over of patients can leave an unsettled atmosphere for 
other patients as well as demoralising members of staff who may label 
themselves as well as their patients as failures (DuBrin & Zastowny, 1988). If 
specialised therapeutictreatmentis seen to fail, the high demands made on social 
and health services will continue (Kelly etal., 1992). It is therefore imperative to
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maximise the effectiveness of psychological therapies and in orderto do this, the 
problem of attrition needs to be explored and addressed.
This is something that resonates with me as it reminds me o f experiences in the past o f feeling like 
a bad therapist when clients would drop out o f group work or disengage themselves. Other group 
members would become disrupted and I would often feel frustrated and angry towards them fo r  
not being respectful enough to engage in the material we were providing. I now feel differently 
after having had more experience and having conducted research to find out what it feels like on 
the other side.
Demographics
A substantial amount of research and speculation has concerned the descriptive 
characteristics of premature treatment terminators. A meta-analysis conducted 
by Wierzbicki and Pekarik (1993) included 125 studies across various clinical 
settings, population types and modes of therapy. However, the only significant 
contributing factors to attrition that emerged were age and gender, specifically 
that younger females were most likely to disengage from therapy prematurely. 
The authors also found that service users of a low socio-economic status (SES), 
from an ethnicminority, and with a lower level of educationwerealso more likely 
to terminate therapy early although these findings yielded relatively small effect 
sizes of 0.23 to 0.37.
A possible reason for lower SES being related to early treatment termination is 
the larger gap it may place between the client and the therapist making it  more 
difficult for them to relate to each other and thus, in my opinion, jeopardising a 
good therapeuticalliance. It also seems that many interventions may have proved 
successful with middleclass white service users but are seldom modified to suit 
other cultures (Surgeon General, 1999). This may account for the higher drop out 
rates among people from ethnic minority backgrounds.
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Howlett et al. (2007) conducted their study in a specialist neurology 
psychotherapy service in a NHS hospital. The only factor they found to be 
associated with early treatment termination was age. This was explained by a 
possible relationship between younger people experiencing more discomfort in 
the early onset of their diagnosed condition. Patients who deemed the treatment 
inappropriate for them were judged as unsuitable by the therapist at the initial 
assessmentand therefore not included in the study. In my opinion such patients 
were demonstrating a type of resistance which ultimately lead to their
disengagement and it is the thoughts behind such decisions made on their parts 
that should be explored rather than their demographic variables.
Despite the meta-analysis by Wierzbicki and Pekarik (1993) covering a large and 
varied sample of studies, my feeling is that the findings from the above two 
papers lack depth and give us a superficial understanding of client dropout. It is 
my view that quantitative methods are insufficient for exploring what is such an 
individual experience for each client. Like many other studies in this field, the 
studies touch upon who is likely to drop out, but not on why. Unfortunately this 
appears to be the case across much of the research in this area as demographic 
client information is more easily obtained for analysis.
Contextual factors
In their paper, Snell-Johns et al. (2004) talk about "undeserved families" who are 
unable to access or are receiving sub standard psychological care. They attribute 
drop outw ith in this type of service to more practical problems with access such as 
a lack of transport, telephones, low income, and dysfunction within the family 
unit making the continuation of therapy difficult. Suggested strategies for 
increasing engagement include loweringtime on waiting lists, monitoring, offering 
incentives for attendance, brief interventions, and therapists being readily 
available. Such strategies have limited empirical support, as do methods such as 
providing transport. In order to overcome logistical problems with access.
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financial costs and stigma Snell-Johns et al. (2004) support providing home based 
services and facilitating self-directed or video-internet based programmes.
While I think the above study attempts to explore why service users drop out of 
therapy and indeed offers some helpful solutions to decrease attrition, I think it 
explores barriers at a more practical and extrinsic level rather than internal 
processes or struggles that potential clients may experience.
Clinical variables
Research by Du Brin and Zastowny (1988) began to look at the individual and 
found personality and clinical variables to be the best predictors of dropping out 
or continuing with treatment, although the authors highlight that their analysis of 
the quantitative scales used is too complicated to apply straight forwardly to 
clinical practice. The study was conducted with longterm psychotherapy patients 
at a private practice. Attendance of less than 9 sessions equated to dropout. The 
paper however does not specify on what grounds the patients stopped attending.
I think it would be important to distinguish between clients leaving treatment 
seemingly voluntarily or due to outside influences and circumstances beyond their 
control or for example if the client-therapist match was not thought to be 
appropriate.
Increased rates of attrition have also been linked to diagnoses of sociopathic 
behaviour, impulsivity, psychopathicdisorder, and defensiveness (Dolan & Doyle, 
2007). This may be due to such traits rendering patients' abilities to 'gel' with 
other group members or therapists and be open to new ideas ineffective.
To summarize, much of the research on treatment attrition appears to have 
identified demographic and contextual factors. It appears to have suggested 
characteristics associated with higher rates of treatment attrition without 
identifying any rationale. For example, although some diagnoses may be
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associated with disengaging behaviours, it is unclear why this is, especially as 
traits or symptoms may be managed, leading presentations to change overtime 
while the diagnosis may remain the same. In addition, much of this research 
utilised quantitative measures or the analysis of secondary data as opposed to 
service user perspectives and focused on static predictors which, I feel, become 
less important over the course of treatment, and neglected to consider dynamic 
factors (therapist rapport, peersupport) which have been found to become more 
important (Welsh & Mcgrain, 2008). In addition dynamicfactors are somewhat 
'workable' in that they change over time and can hence potentially influence 
engagement to varying degrees. It is therefore importantto follow the changes 
that take place in these dynamic factors throughout the therapeutic process.
The topic of'W HO ' will drop out is something that has arisen in supervision on placement. When 
discussing a client I was warned that she might drop out as she is young, female and has certain 
personality traits. It strikes me as interesting how easily I accepted this warning from my 
supervisor and how much I struggle to appreciate research that conveys to me a similar 
message. Perhaps this is because I am reassured that my supervisor's warning comes with some 
knowledge o f the patient and appears less generalising.
Therapeutic Alliance and Cohesion
Pekarik and Wierzbicki (1986) found a small but significant relationship (r= 0.28) 
between clients' expected numberofsessionsand actual sessions attended. They 
suggest that this may highlight a discrepancy between the therapist and the 
client's expectations. I think that this supports the notion of a good therapeutic 
alliance and the collaborative approach used in CBT. It highlights to me the 
importance of the client and the therapist openly discussing what is to be 
expectedfromtherapyand sharing similar goals. In support of this, Epperson, et 
al. (1983) found that the rate of dropout multiplied by three when therapists 
failed to identify accurately the clients' conceptualisation of the problem.
Rupinder Joha
Bados et al.'s (2007) research on early disengagement from CBT also gives some 
support to this idea. It yielded three main categories for disengagement; low 
motivation/dissatisfaction with treatment/therapist, external difficulties such as 
travel arrangements, and client perceived improvement. My initial criticism of this 
study however, is that I think the first category needs to be unpicked. In my 
opinion, the three dimensions that appear to make up that category; 'low 
motivation/ 'dissatisfaction with treatment' and 'dissatisfaction with the 
therapist,'are completely independent of each other. Demographics in this study 
showed no relationship with attrition and therefore a need for more qualitative 
research has clearly been supported.
This study used a cut o ff of 14 sessions or less without consent from the therapist 
to mean early termination. Although this is interestingly a much higher number of 
sessions than some services aim to deliver per client, this figure was based on 
dose-response relationship research carried out by Lambert et al. (2001) who 
found 75% of 6072 American patients to significantly improve after 14 sessions of 
therapy. However, Bados etal. (2007) neglectto mention how clients who stayed 
for more than 14 sessions but le ft without consent after this cut off were 
categorised. Using their criteria, 43.8% of the sample were categorised as 'drop 
outs,' however a further 3.9% were asked to stop therapy prematurely due to a 
lack of compliance during sessions. In my opinion, this too is a form of 
disengagement and deserves further exploration. Far less research appears to 
address this and I feel that this is disappointing, as therapy serves little  purpose if 
clients are not engaged despite attending.
Another important component, particularly among group psychotherapy, is the 
cohesion and support of other group members to promote meaningful self­
disclosure and encourage feedback (Tschuschke & Dies, 1994). Poor therapeutic 
relationships with both staff and patients have also been evidenced as having 
influenced treatment attrition (Chiesa etal., 2000). Chiesa et al.'s study (2000) in 
a specialised personality disordertherapeuticcommunity compared demographic
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and clinical variables and then took 18 transcripts from interviews with dropouts 
and analysed them for emerging themes. Their analysis found that although 
patients appeared satisfied with their therapeutic relationship with staff, they 
complained that their maladaptive interactions with other patients were not 
being managed sufficiently by staff and thus lead to interference in their 
engagement.
Yalom (1995) also advocates the importance of group cohesion, stating that the 
'relationship' is fundamental within successful psychotherapy. He suggests that 
although this relationship may be more difficult to obtain w ithin group settings, 
its' impact on therapeutic engagement is all the more significant in gaining trust 
through self disclosure.
This was a key finding in my MSc research with mentally ill offenders in a high security hospital. 
The majority of participants highlighted the impact other group members can have on the 
therapy process. In addition they commented on the importance o f having support from their 
staff and peers when they were back on their wards.
As a facilitator of group therapy I have also observed how difficult the process o f therapy can 
become if the group do not like, trust or respect each other and sometimes even more so if they 
do and want to impress each other by contending fo r who can be the most disruptive.
Psych ological State
A desire to engage orto change intuitively would appear to relate to the level of 
engagement a group member invests. Barrett et al. (2008) discuss low levels of 
motivation (Simpson et al., 1995) being related to attrition, and also found that 
institutionally referred or coerced patients were more likely to drop out. Their 
research also recognized Psychological mindedness to be related positively to 
remaining in treatment.
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Having worked in forensic settings, I have frequently heard patients or prisoners argue that they 
have been 'blackmailed' into attending therapy. Unfortunately it is sometimes difficult to argue 
that they are not, to a degree, being coerced into treatment as often they are being told that the 
only way in which they can move forward is by completing some group work. There is little choice 
offered regarding the type o f group, the timing, the group mix, or the mode o f therapy and the 
therapy process all too often can become a tick box exercise. Few o f the offenders I have worked 
with have been particularly psychologically minded and this leads me to wonder if there may be a 
more effective way o f engaging these service users. It has on the other hand been refreshing to 
meet clients a t the CM HTI am working with who appear genuinely motivated to engage.
In a large sample of 1014 CBT inpatients and outpatients of whom 80% had a 
primary diagnosis of depression or anxiety, Davis eto/. (2006) found that a third of 
all patients diagnosed with a substance misuse disorder dropped out of treatment 
and like Howlett eto/. (2007), they also found younger age to be a related factor. 
Among the majority however, selfesteem and relationship status were identified 
as predictive factors of early drop out. In the second part of their study Davis et al.
(2006) used a quasi-experimental design to include a selfesteem module before 
CBT treatment. This however, appeared to make no difference to outcome or 
attrition rates. Subsequently the authors suggested equippingtherapists to target 
self esteem and relationship issues early on in treatment and to explore other 
predictors such as attachment style or social anxiety although no rationale forthis 
was clearly stated.
Brogan et al. (1999) analysed the data from 60 client-therapist pairs from a 
university counsel ling centre, a mental health centre and a doctoral training clinic 
The approaches being used were mainly eclectic, CBT or psychodynamic. The 
study utilised questionnaires and checklists to obtain details on demographics, 
and attribution of change among other details. Premature termination was 
classified as leaving before completing ten sessions. Their prediction equation 
correctly classified approximately 92% of clients as premature or appropriate 
terminators. The discriminate function here was not a static factor but was
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defined by dynamic variables subject to intervention and intentional change. 
Specifically Brogan et al. (1999) highlighted stages of change, process of change 
and decision making variables as pertinent factors contributing to attrition. 
Premature dropouts were more orientated towards changingtheir environments 
rather than themselves confirming for themselves that they were not the 
problem. These features were indicative of an external 'locus of control' (Rotter, 
1954 as cited in Brogen et al., 1999). Continuers endorsed the 'action' and 
'contemplation' stages of change.
A potential drawback of the study is that only the clients' attribution on the level 
of change was assessed. A future study could compare the therapists' views with 
those of the patient. Brogan et al. (1999) also recognise thatthis piece of research 
may not have represented broad enough diversity in terms of economic status, 
education and income levels.
Such findings identifying concepts like motivation or readiness to change are 
consistent with the 'cycle of change' which illustrates that patients or addicts 
must reach a stage of contemplation before they plan, act out and maintain a 
change in their behaviour (Prochaska etal., 1993). Individuals are thought to pass 
through the stages of the cycle several times before termination of the 
maladaptive behaviour, although it is still unclear what leads an individual to 
begin contemplation, to become ready to engage and to avoid disengagement 
from therapy or a 'relapse.'
Recommendations following on from such findings relating to this model include 
therapists matching interventions to the client's stage of change. In addition 
therapists could introduce an intervention to help pre-contemplators become 
more conscious of their defences and explore the imbalances between the pros 
and consof therapy. This could incorporate motivational interviewing; a directive, 
client-centred style of engagement used to elicit behavioural change by helping 
clients to explore and resolve ambivalence (Rollnickand Miller, 1995).
At a deeper level, it has been indicated that clients resist change and therefore 
treatment because they have become trapped by the investmentthey have made 
to their past behaviour regardless of how problematic it has become in the long 
run (Leahy, 2003). Interventions based on this 'sunk-cost' concept include 
examining what it might mean to abandon the 'sunk-cost/ for example wasted 
time and commitment, and contrasting past and future 'u tility  ratios'. Leahy
(2007) also suggests that non compliance in CBT for anxiety is related to the role 
of emotional avoidance and fear of anxiety. To reduce non-compliance, Leahy 
suggests that the therapist can validate the difficulty of the anxiety disorder.
The psychodynamic perspective appears to focus on subconscious processes 
however I think the general message is similarto that of a CBT based view of why 
resistance and disengagement from therapy occurs. Freud (1933, as cited in 
Fairburn, 1952) described resistance as the ego's defence against the therapeutic 
effort bringing unpleasurable impulses into consciousness. Fairburn (1952) further 
builton this concept of negativity entering the conscious by incorporating the idea 
of good and bad objects, specifically the fear of bad objects (rejected parts of the 
individual) being released from unconscious into conscious, resulting in the world 
becoming full of terrifyingly unbearable negative representations of people.
More recently, Auld et al. (2005) distinguish between therapist and the 
therapeutic process and describe resistance as the force within a person that acts 
againstthe therapeutic process and not a function of hostility towards therapist; 
rather the therapist is perceived as an attacker of repression, thus increasing 
anxiety which can lead to disengagement from therapy.
Much like CBT, the psychodynamic approach appears to advocate a safe 
therapeutic relationship between therapist and patient in orderto replace bad
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objects with good objects albeit through the recovery of lost memories or the 
analysis of dreams (Buckley, 1996). Auld et al. (2005) continue to recommend a 
goodtherapeuticrelationshipandhighlightthe importance of a non judgemental 
therapist who can explicate to the client that the anxiety is a part of their fantasy 
stemming from transference issues and not reality.
Working across two services had highlighted to me the differences between the psychodynamic and 
the CBT approach. It seems that the therapeutic alliance is an important factor in engaging 
individuals in meaningful therapy. It appears to link to many other associated factors such as 
motivation and shared expectations. I struggle however to implement this across the two 
approaches when it seems to me that the psychodynamic approach advocates the therapist being 
perceived as the expert rather than working in partnership with the client.
In order to increase engagement in psychotherapeutic services and therefore 
lower rates of attrition I think it important for psychologists and therapists to 
consider engagementthroughout the therapeutic process. This means recording 
the amount of time spent attempting to engage patients via phone-calls and 
letters as well as time spent in therapy (Snell-Johns et al., 2004). Strategies to 
ease anxiety and introduce potential patients to the therapeutic process should 
also be implemented such as the use of pre-treatment preparation in the form of 
films or brochures and jo in t referral appointments (Howlett et al., 2007).
Psychologists should consider the stage of change their clients are at and tailor 
theirtherapeutic intervention to the relative stage. Rissman and Rissman (1987) 
suggest "rather than make an al I out pitch for change at the wrong moment, it is 
preferable to lay the groundwork or sow the seeds of change for future 
interventions (p. 460)," for example offering those who are too anxious, too highly 
medicated, too engaged in counterproductive behaviours, or lacking enough 
insight to engage in particular modes of psychotherapy, alternative forms of 
treatment in preparation.
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Such preparation may incorporate the use of motivational interviewing. I believe 
that servicesshould consider making some form oftraininginthis compulsory for 
staff members, particularly on inpatient units. This is because it is often ward staff 
who have the majority of interaction with such patients and their style of 
engagement can have a substantial effect on a patient's motivation to engage 
(Cheisa et al., 2000). Previous experience has informed me of how limited such 
skills can be and how damaging negative ward interaction can become.
Services should become more aware of diversity within their client populations. 
The recruitment of more ethnically diverse psychologists may inform the 
development of interventions that are more suited to ethnic minorities. This could 
not only decrease attrition among such groups but also increase interest and 
engagementfrom such communities. Attracting therapists from ethnic minorities 
and various socio-economic statuses could also help to bridge the gap that some 
clientsfeel is present between themselves and their therapist and help to build 
more meaningful therapeutic alliances.
Future Research
Future research in this area should consider diversity as much of the previous 
research has been conduced in the western world, particularly in the USA and the 
UK. I find this interesting because several studies report ethnicity as a moderating 
factor in disengagement.
The importance of operationalising 'dropout' in future research and policy has 
also been identified as there appears to be no absolute definition and criteria 
used in previous research may over or under-estimate true rates of attrition.
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Given the limited investigation of factors that might influence engagement in 
treatment interventions rather than factors that may be associated with it, 
research would benefit from involving service users and implementing more 
thorough methodologies. Much of the research thus far utilises quantitative 
methods which give limited information and do not explain why some people are 
more or less likely to engage or take into account service users' own thought 
processes concerning their experiences and decisions.
Conclusion
Disengagement from psychotherapy has been identified as a substantial problem 
within the NHS and private practices for various reasons. Although certain 
demographic variables appear to be associated with it, dynamicfactors such as 
therapeutic alliance and stage of change appear to influence it. Such variables 
enable clinicians to modify their approach accordingly rather than becoming in 
danger of handpicking clients who suit the criteria for continuing therapy.
The research appears to be moving in a positive direction, in that it has started 
considering why patients resist treatment, although the role of therapeutic 
engagement and process needs further examination. In order to develop this 
knowledgebase further service user input is highly recommended. Research 
should not attempt to conceal negative experiences within mental health care, 
but rather raise awareness in order to become more responsive in practice. 
Clinicians should be more open to service user feedback as it makes fo r a more 
collaborative approach to therapy.
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PROBLEM BASED LEARNING REFLECTIVE ACCOUNT
"Resistance to Change"
Year 1 - March 2010
Rupinder Johai
In this essay I aim to reflect openly upon my role when working towards delivering 
our group presentation entitled "resistance to change" and how this has 
influenced my practice on placement. Through this I hope to enhance my 
performance in future team projects and multidisciplinary working within the 
National Health Service. Although this is a personal and subjective piece of writing 
I have drawn on some theory where I have fe lt it is appropriate to help me to 
understand my learning and performance. For example in order to help to 
organise my reflective thoughts I have drawn upon Gibbs' Reflective Cycle (1998) 
and suited it to my own requirements.
Our presentation format consisted of an introductory discussion detailing how we 
arrived at our chosen topic, explanations for resistance to change in therapeutic 
settings such as the theory of sunken costs (Leahy, 2002) emotional schema 
(Leahy, 2007) and some psychodynamic perspectives (Freud, 1933; Fairbairn, 
1952: Buckley, 1996). The presentation then moved on to demonstrate ways of 
facilitating change by briefly describing some psychodynamicand schema focused 
solutions (Auld et al., 2005), before moving onto covering motivational 
interviewing (Ml) in more detail (Miller & Roll nick, 1991).
The presentation was delivered as a role-play with one person playing the role of 
a lecturer, three playingthe roles of keen students, two playing characters on an 
oversized television screen, an IT support person, and a presenter. My allocated 
task within the presentation was to play the role of a keen psychology student 
and describe psychodynamic theories of resistance to  change and how these 
theories advocate tackling such resistance in therapy.
The topic itself was of interest to me; I had previously carried out some research 
intodisengagementand also wrote my literature review on the subject. My SRRP 
is also aimed at encouraging engagement from ethnic minorities and I frequently 
utilise the principles of Ml with my clients. I have therefore been able to apply
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much of the knowledge gained through researching and delivering the 
presentation.
My placement is split between a Community Mental Health Team providing 
mainly Cognitive Behavioural Therapy and a Psychotherapy Unit delivering 
psychodynamic therapy. The settings view resistance very differently. For 
example, CBT might look for practical solutions whereas the psychodynamic 
approach makes interpretations based on this behaviour for example "they're 
acting out" and seeks to explore the subconscious processes driving it during 
sessions. While working closely with both approaches on placement I have valued 
the importance of acknowledging both viewpoints even if working in a service 
that subscribes to one model exclusively. This has helped me to realise the 
importance of understanding the reasons behind resistance and for services to 
continually try to engage individuals as their ambivalence can settle with the help 
of some containment. This is somethingthat I have experienced first hand with a 
client who was sporadic in her attendance and frequently late. Through taking a 
non-judgemental approach while being direct and exploring this behaviour with 
hershe has now started attending both regularly and on time. Labellingaclientas 
'resistant'merely describes them as not doing whatthe therapist wants when the 
therapist wants them to do it and fails to explore the processes behind the 
behaviour. It is a psychologist's role to educate others in the team of this and to 
also use supervision responsibly to highlight their own judgements and the 
consequences of these on other professionals and ultimately the client.
In regards to my place within the group itself, I found this slightly awkward at 
times as I prefer to establish structure, work independently and subsequently 
piece things together with the group for run-throughs. As it was, we agreed to 
read up on the general topicarea before defining a structure; this was sometimes 
confusing as we were at times looking at areas that were too diverse and at the 
otherextreme, reading the same materials. On reflection this was not problematic 
as it was all part of the 'gathering information' and 'developing alternatives'
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stages of problem solving (D'Zurilla & Goldfried, 1971). However, we discussed 
feeling rejected when contributions were not taken forward. This particularly 
resonated with me when I thought I'd had a particularly good idea. The 
importance of such processes has been recognised furtheron placementsincethe 
group task, for example, when evaluating and re-focusing various options for 
research topics.
It has also been important to use this 'brain-storming' approach when 
hypothesising formulations with my supervisor. This has been done through 
exploring several avenues and finding that some hypotheses were correct while 
others were not, nonetheless the process of exploration was valuable in reaching 
the appropriate formulation, avoiding restrictive thinking and appearing less 
judgemental.
The group expressed initially feeling anxious about what was expected and how 
others would perceive their level of input. This is something I have also 
experienced on placement, forexample being allocated new tasks and wondering 
about levels of expectation and consequences of over or under-delivering in terms 
of what people will think of me. I have since found speaking openly about this 
useful.
My personal learning style is that of an 'activist' (Honey & Mumford, 1992); I do 
things. Although I appreciate the importance of planning, I found talking about 
things repeatedly frustrating. Many of the group members appeared to have a 
more 'theorist' learning style which appeared to clash somewhat with mine. The 
breakthrough came in session four when the group explored ideas about how to 
structure the presentation; until this point we had appeared a little  stuck on 
theory. We decided to utilise a role-play and the presentation was immediately 
more interesting and collaborative as we were now piecing everything together. 
The process through which we developed coincides with Tuckman's (1965) 
description of group processes; an initial/orm/ng or orientation stage; a storming
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stage "characterized by conflict... and emotional responding" (p. 396); a norming 
stage where cohesiveness develops; and a performing stage in which structural 
issues become resolved, and structure becomes supportive of task performance, 
however explicit conflict within our group was minimal.
Similar processes have occurred on placementforexample, feeling as though the 
firstfew  weeks were slow and targets would not be reached, and having sessions 
with my patients where itfe ltas though little  had been achieved and later seeing 
significant progress. The parallels have continued on placement with regards to 
my learning style forexample being more enthusiastic about applying new skillsas 
opposed to reading about them and having repetitive discussions. This leads me 
to feel thattraining should be more mindful of people's learning styles and take a 
more practical approach however as a clinician it is important for me to consider 
that not all clients w ill feel this way and some will appreciate information leaflets 
and written assignments and some w ill require high levels of repetition, for 
example group members I am working with who suffer with severe mental 
illnesses and cognitive impairments.
The theme of relinquishing control was prominent in our group. Some group 
members were more authoritative while some had louder personalities. I 
therefore felt myself presenting as a much quieter member although I was aware 
that I am not always like this. Having recently met my group I wanted to work 
cooperatively and be liked. However, I also fe lt myself wanting to shape the 
direction and the content of the presentation and often bit my tongue when I fe lt 
frustrated that things were not going in the direction that I would have wanted. 
On reflection I appreciate the importance of havingthe mix of personalities within 
the group who steered the process when it started to veer off and that the 
outcome of group-work will inevitably be different to the outcome achieved if I 
was to work alone and this difference is the point of working collaboratively.
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This theme has certainly re-emerged while on placement and has facilitated a 
steeplearningcurve whereby I have had to adapt to be more collaborative while 
being mindful of time constraints and wanting to be liked. This was particularly 
evident when I had arrived at a session readyto share a formulation but my client 
was so distressed that he was barely able speak. After trying several approaches I 
realised that the pace that my client needed me to work collaboratively at, was 
one that facilitated an environment in which to express his sadness and one which 
provided reassurance and validation. Through such experiences I have learned to 
value my supervisors approach which advocates taking as long as the client needs, 
although I am aware that not all services are this adaptive to their clients and 
overtime I have become increasingly sceptical of strictly manualised and time- 
restricted treatments.
Conversely, on my psychodynamicplacementtheexpertstance isadvocated.This 
was difficult for me to adjust to especially as I was trying to be collaborative for 
part of the week and the 'expert' for the other part. I'd find myself asking too 
manyfacilitative questions to my psychodynamic patient and sometimes making 
interpretations to my CBT patient. This was a useful learning curve in terms of 
determining the difference between the two approaches and also that both are 
collaborative but in different ways. For example, psychodynamic therapy still 
relies heavily on what the patient chooses to bri ng to the session however the 
exchanges made between client and therapist are analysed in terms of 
transference and counter-transference as apposed to mutual conversation. I have 
also learned to recognise that regardless of how collaborative a therapist wi shes 
to be, the patient will see them as the expert and thus I have found it increasingly 
important to appear confident in the eyes of my patients despite this being 
difficult at times.
Like others in my group I fe lt more comfortable to be creative and vocal in the 
absence of our tutor. This is something that is also present in my working 
environment; I feel I appear more confident with my clients than I do with staff.
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While this is useful as I am able to reflect openly and voice my anxieties to seek 
guidance and develop my learning needs, I feel it would be beneficial to appear 
more confident around other professionals and acknowledge that I do have valid 
contributions, I'm not expected to always get it right, and that a more assertive 
approach w ill instil them with the confidence to work with me.
While rehearsing the presentation I was aware of using jargon which did not come 
naturally to me and made me feel uncomfortable as I've often fe lt as though I am 
not as well-spoken as others in my chosen profession. I fe lt that doing this was 
making me sound as though I didn't understand the concepts so I decided to 
revert back to my natural way of speaking in orderto explain, what were to some, 
complex ideas. I have since learned through conversing with tutors to appreciate 
the value of being able to explain complex ideas in basic terms not only to peers 
but to clients. This helps in making me appear more genuine and less alienating. 
In myexperiencethe "posh" therapist can stand in the way of a good therapeutic 
relationship and has highlighted the need for more clinical psychologists from 
various socioeconomic and cultural backgrounds.
The last few points have led me to draw upon Mason's (1993) concept of 'safe 
uncertainty.'Through experience and discussion I have realised the importance of 
being comfortable with what I do not know and being sure of what I do know. 
Revisitingthis idea w ill hopefully aid me in askingforguidance when I am unsure, 
seeming curious with my clients and using my strengths to instil confidence of my 
abilities in others.
Overall, the group learning experience was positive and demonstrated to me that 
with focus, creativity and collaboration, an additional task does not have to be a 
burden but can make for an enjoyable learning curve. It has additionally 
highlighted my strengths and personal learning needs and opportunities while on 
placement.
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PERSONAL AND PROFESSIONAL LEARNING DISCUSSION GROUP 
PROCESS ACCOUNT
Summary
Year 1 - September 2010
Rupinder Johai
This account is an open reflection upon my role within my personal and 
professional development (PPD) group and how this has influenced my practice 
on placement. Through this it is hoped that I w ill enhance my performance in 
future team situations and multidisciplinary working within the National Health 
Service (NHS).
Although this is a personal and subjective piece of writing relevant theory has 
been drawn upon to describe the both the group and individual processes that 
have occurred such as Tuckman's group developmental sequences (1965) and 
Mason's concept of safe uncertainty (1993).
The diversity within our group has played a key part in the functioning of our 
group and has brought to my attention the importance of power imbalances the 
need to be mindful of these in clinical situations.
Important mile-stones for our group's development such as the Problem Based 
Learning (PBL) task are also discussed, which have provided significant high and 
low points for both our group and for me personally. Such experiences are 
reflected upon in the context of informing more effective functioning in future 
personal and professional relationships.
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PROBLEM BASED LEARNING REFLECTIVE ACCOUNT2
"Parents with a Learning Disability: Who should look after my children?"
Year 2 - February 2011
Rupinder Johai
Introduction to the Group Task
In this essay I aim to reflect openly upon my role when workingtowards delivering 
our Personal and Professional Development (PPD) group's Problem Based 
Learning (PBL) presentation and how this has influenced my practice on 
placement.
The PPD groups are intended to provide an intimate space where clinical practice 
can be reflected upon (course handbook, 2009). The 8 cohort-members and 1
staff-memberofeach group meetfortnightlyto discuss clinical work, relationships 
and the impact of such on personal and professional development. Throughout 
the year, groups are also required to work on scheduled tasks.
Our task this year was to discuss the problem of 'Mr and Mrs Staines;' a couple 
with learningdisabilities whose children were under the threat of being put into 
care. In this exercise, we as psychologists had been approached by a court- 
reporter in orderto conduct a full riskassessmentand inform a rehabilitation plan 
for the children. Having discussed all of the relevant issues involved each group 
would have to present to the cohortin six weeks. The format of the presentation 
was left open for each group to decide.
Development of the Task
My initial thoughts on this task were somewhat negative as the area of learning 
disabilities is not something that has particularly interested me previously. The 
way in which this exercise was set up reminded me of case studies given to us 
lectures and so immediately appeared less appealingor enjoyable. I thought back 
to the fun we had had as group forming our previous presentation, the ambiguous 
nature of it had allowed us to be creative and we were thoroughly proud of our 
end product. This had helped us to bond as a group as the feeling of pride was 
something we all shared and the injection of humour into our presentation was
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something that we all had appreciated. PPD sessions had started to become a 
light relief from lectures and a creative outlet. The current PBL task appeared 
more serious, less ambiguous, and frankly more like work.
Looking back, I wonder if this was because we had a heavier work load and other 
seemingly more importantdeadlines to focus on around the same time. In order 
to avoid such negativity, I have developed my project management skills on 
placement. The end of placement can be a particularly busy time, and to avoid the 
last minute panicand loss of motivation that usually ensues I have worked hard to 
anticipate end of placementadmin, set-backs, therapeuticendings, and university 
requirements.
My initial negativity appeared to be shared among the group. I remember group 
members talking about just getting the presentation 'done' and making it 
'bearable.'This attitude however ended up working to our advantage in that we 
were so indifferent aboutthecontentthat we focused our energies on making the 
format as engaging both for us and our audience as possible.
This stimulated discussion and debate within our group that had not been had 
before. It was heated and emotionally arousi ng for some (the process issues that 
this brought up are discussed under 'development of the group'). The group 
discussed several possibilities, one of them being the format of a 'Jeremy Kyle' 
day time talkshow. It was decided that this might promote negative stereotypes 
of economically disadvantaged groups or people with learningdisabilities. In the 
end our presentation tookthe form of a 'Panorama' documentary. We played the 
roles of narrator, Mr Staines, Mrs Staines, a grand parent, a social worker, a 
psychologist, and a court-reporter. I played the role of the programme presenter 
and interviewer. The presentation aimed to represent the views of those involved 
in the scenario while referring to relevant theory and policies which were talked
Rupinder Johai
about by those playing professionals and also displayed on a power-point screen 
behind.
The research and subsequent discussions carried out as a group facilitated an 
appreciation of the vast number of issues and complexities involved in such a 
scenario. This helped me to build multi-agency connections in my mind and I 
particularly noticed this appreciation when having discussions outside of work 
with other professionals, for example when talking to a relative who is studyi ng 
law I was able to more confidently discuss the overlap in our work.
Discussing the 'problem' also helped me to further appreciate the value of a
clinical psychologistwhen so many otheragencies may be involved already. This is
something I have occasionally questioned, especially when considering the 
message that is being conveyed to me as a trainee when hearing about NHS 
spending cuts and the replacement of clinical psychologists with other mental
health workers from lower bands.
My faith in our role and in my own competencies has been further restored and 
lifted through several experiences on placement this year. Forexample, taking 
part in a psychology consultation group was something that I was initially 
apprehensive about, I wondered what I could possibly add to someone s 
understanding who has been working in Mental Health for years. Tentatively 
making some suggestions and asking questions enabled me to facilitate some 
helpful discussion, which helped nurses and social workers in the group to 
conceptualise their experiences with service-users in a slightly different way.
Our PPDgroup wasableto betterfocus our energy on research and format due to 
the more concrete nature of the information provided to us. In retrospect some 
group members commented that our presentation was the most content-focused
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of all 8 whereas others appeared to focus on process and reflection. Our group 
saw this as a positive outcome and again we were proud of ourwork and ability to 
bring sound theoretical knowledge, policy, phenomenology along with humour 
and engagement to a presentation.
Development of the Group
As mentioned, this PBLtask provoked heated group discussions. One surrounded 
the presentation format. The idea of a talk show was initially popular. One group 
member withdrew from this discussion and when I brought this to the group's 
attention she was relieved at being able to tell the group that she disagreed with 
the decision and that she was concerned aboutthe negative image that we might 
be at risk of portraying to the staff-team. This stimulated a dramatic rethink. At 
times I found this frustrating as individuals seemed overly concerned with political 
correctness and this required me to relinquish some control, which is something 
that I am still consciously working on.
On reflection this has helped me to appreciate that while I have considered myself 
as sensitiveandsomewhatanxious about expressing my opinion, the journey that 
this individual subsequentlywent on in ourgroup enabled me to realise thatthat I 
am comparatively opinionated and that I do tend to let my views be heard.
I was also glad to have been the one who picked up on this group member's 
withdrawal and to facilitate her journey. Despite it being initially uncomfortable 
for her it was important for her to work through this and become relaxed in 
expressing her fee lings. I have experienced similartensions with service-users on 
placementwho find it incredibly painful to confront their feelings but later look 
back and appreciate the opportunity to do so.
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This and other discussions or disputes within the group lead me to revisit 
Tuckman's group processes (1965). I initially visited this concept in my first 
reflective account and fe lt as though the group had been through all of the stages 
of forming, storming, norming and performing. However I commented that 
explicit conflict within our group was minimal. I wonder now whether our first 
PBL task facilitated our group's forming stage and whether this task facilitated 
storming or perhaps the group is going through the stages continually as a cycle.
The group has consistently used task-focus and humour to bond and to generate 
our work. I wonder, in light if the disputes that had gradually arisen, if the group 
used humourand task focus to avoid bondingand divert our attention away from 
any underlying conflict. Perhaps this is why our presentations placed less 
emphasis on process in comparison to others. It seemed that our group previously 
strived for safe certainty by remaining task focused. This is evidently not always 
possible and the positive risk taking in our interactions with each other over the 
course of the task has enabled us to move towards a position of safe uncertainty 
(Mason, 1993).
I can relate this experience to my professional practice as I have noticed my 
preferences leaning towards therapies with less structure and more emphasis on 
process. I have sometimes wondered if  strict agenda setting, for example, 
protects both therapist and service-userfrom potentially difficult issues that may 
arise through the free association that is advocated in more psychodynamic 
approaches. However, I have tried to equally embrace such modes of therapy as 
the choice w ill often depend on service requirements as decisions during PPD 
groups have been dependant on the requirements of 8 other people.
Personal and Professional Development
Reflecting back on the PBL task has highlighted to me several ways i n which I have 
developed as a result of others in the group. One group member appeared to
naturally fall into the leader role. He was consistently organised, task focused and
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reliable. I was conscious that these were notqualities that would be as obviously 
recognised in me and began to wonder if being a leader someday was a realistic 
expectation of myself. I had always wanted to lead but became increasingly aware 
that perhaps this would mean presenting myself differently.
I took this forward on placement and sought leadership opportunities. As well as 
delivering consultation to other professionals, I set up a newgroupand ran it with 
the assistance of a nurse. I feel that my skills in organisation, delegation and 
ability to take risks has developed since, and I was pleased to receive feedback 
from my supervisorthat I too would make a good supervisor one day. Delivering 
structured feedback to my supervisor also encouraged me to reflect on the type 
of supervisor I would like to be.
I have also learned from the ability of two group members to express their views 
with warmth. One was particularly good at asking questions that others would shy 
away from. The other has a remarkable ability to express an opposing view in a 
gentle and inoffensive way. This warmth is something that I have tried to develop 
furtheron placement not only when speaking to others but also in my writing. For 
example, I have found writing in a more narrative way an effective tool for 
conveying potentially difficult issues to service-users in a supportive way.
Throughout the task I often wondered what I bring to the learning of others and 
as previously mentioned, often questioned my own value and competence as a 
trainee clinical psychologist. Members of my group commented that I brought 
enthusiasm and creativity to the PBLtask which helped to motivate and drive 
others. Initially I placed little  value on this and questioned how genuine the 
feedback was. I wondered if group members were referring to the props that I 
had made and wondered how much value they really added and how much skill 
they required. I also wondered if my enthusiasm was truly motivating or whether
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it was sometimes a source of annoyance to others who may have seen me as the 
'child' of the group.
Since the task I have come to appreciate my creative skills particularly when 
engaging with service-users where diversity issues were more apparent. I have 
taken pride in personalising interventions and developing handouts and learning
aids.
Some group members also commented that I prompt useful discussions which 
encourage others to reflect on the group process. This is something that I think 
has been developed through my psychodynamic placement experience in my first 
year and I am pleased that I have continued to draw on this both in my PPDgroup 
and on placement. It has helped me to conceptualise service-user difficulties in 
different ways and encourage other professionals, for example in the consultation 
group, to think about transference and counter-transference issues.
Reflecting on Reflection
The majority of the group appeared to be somewhat resistant to reflection. This 
was evident in our hesitation in sending our reflections to a group member for 
them to collate and incorporate into our presentation. Many group members fe lt 
that the reflection required to write this account was forced and were resistant to 
having to complete the assignment. It was my view that we are required to reflect 
in our practice and in all of our assignments and that the course are required to 
evaluate our ability to do this. It fe lt to me that people often complain and 
become resistantto almost everything. Furthermore, such matters have made me 
mindful of the amount of 'forced reflection' we impose on service-users during 
therapy sessions and how uncomfortable this might be for them.
It is also helpful to distinguish between reflection and disclosure. While I find 
reflection comfortable, I find the disclosure to others of personal experiences
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often uncomfortable. Inevitably the two overlap and similarly with service-users is 
is far more useful to explore why or how something resonates with personal 
experience rather than just acknowledging that it does.
While reflection can be somewhat uncomfortable, it allows us to review our 
experiences in a more meaningful way. Through reflecting on our active and 
emotional experience both in and on the moment, we are able to more effectively 
complete our learning cycle (Kolb, 1984).
Conclusion
Writing this reflective account has allowed me to process my thoughts and 
feelings in more depth than I may have done at the time. Furthermore, the 
passing of time has allowed me to put into practice what I have learned both 
personally and professionally.
It has enabled me to appreciate that the PBLtask has demonstrated that with 
focus, creativity and collaboration, an additional task does not have to be a 
burden but can make for an enjoyable learning curve. It has also helped me to 
appreciate my contributions and those of others more fully.
Comparing the process and outcome of this year's task to that of last year has 
helped to facilitate a deeper appreciation of my progress and highlighted new and 
continual personal learning needs and opportunities while on placement.
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PERSONAL AND PROFESSIONAL LEARNING DISCUSSION GROUP 
PROCESS ACCOUNT2
Summary
Year 2 - July 2011
Rupinder Johal
This process account is an open reflection on the development of myself and my 
peers within our Personal and Professional Learning Discussion Group (PPLDG) 
overthe past year. While this is a subjective piece of writing, I have re-visited the 
theory I applied to my review of the group process last year and made comments 
on how this application may have changed. I have also commented on how my 
position and my confidence have shifted overthe two years.
These comparisons and the lessons learned from such developments have been 
applied to my practice within the National Health Service, so that I can continue to 
learn and develop through the use of reflective practice.
I have discussed diversity issues such as the gelling together of individual 
members to form a cohesive group, the presence of different theoretical 
orientations, and the introduction of a new facilitator to the group.
Important mile-stones are described such as group disagreements and deviations 
from our agreed structure, as are the implications of these on our group's 
dynamics.
Finally I have reflected on the sense of resistance within our group and myself to 
reflect on this occasion, and my feelings about the future of PPLDG and my clinical 
practice.
Rupinder Johal
PROFESSIONAL ISSUES ESSAY
"How are issues if  risk understood and responded to within mental heaith 
services ? What contribution can clinical psychologists m ake to a 
reconsideration o f these ideas and practices?"
Year2-January 2011
Rupinder Johal
How are issues if risk understood and responded to within mental health 
services? What contribution can clinical psychologists make to a reconsideration 
of these ideas and practices?
Introduction
On embarking on this essay, I considered several areas on which I could 
potentially concentrate. Issues of risk could be particularly applicable to 
vulnerable groups of people such as children, people with learning disabilities, 
older adults, orvictims of abuse. I also considered the different types of risk that 
these people may be under such as the risk of neglect, suicide, self harm, or 
exploitation. I pondered the risks that mental health professionals might be under 
such as the risk of being assaulted physically, verbally or even sexually, and the 
strains and stresses that their mental well-being might be under the risk of as a 
result of their work. Lastly I considered risk taking in therapy whether it be by 
making more challenging psychotherapeutic interpretations, as I found myself 
doing on placement as my confidence started to grow, or using close-contact 
approaches such as validation therapy.
In focusing my essay I decided to encompass some of these themes while 
considering the risk of adult service-users perpetrating acts of violence and 
aggression. My rationale forthiswasthat much of my experience priorto training 
has been inforensicsettings where such risks were at the forefrontof our minds. I 
have since maintained my interest in forensic psychology and developed further 
my interest in the overlap between forensic and clinical psychology. I have also 
found the differing approaches to risk interesting since working in mainstream 
community mental health services where the risk of violence has appeared to 
seem somewhat less of a priority.
This essay w ill explore the way in which the risk of violence is responded to by 
mental health services as well as exploringthe perspectives of other stakeholders
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such as service users, carers and the general public. I w ill use these 
understandings to provide suggestions of how clinical psychologists can 
contribute to a wider understanding and more effective management of such 
issues and comment on my own experiences where they resonate with research 
findings.
The message I wish to convey is that the way in which mental health professionals 
respond to the risk of violence is largely influenced by various sources of fear. 
Such emotions are disempowering for professionals. This fear appears heavily 
driven by government policy and media influence which has lead some to claim 
that community care isfailingand that institutionalisation has once again become 
acceptable. This message causes service-users and carers to appearto lose faith in 
our abilities as professionals and exacerbate stigmatising public perceptions of 
mentally ill individuals as likely to commit violent offences.
The Relationship between Mental Illness and Violence
The risk of mentally ill people committing serious violent offences such as 
homicide has been claimed as both higherand lowerthan the general population 
but neither has been supported by adequate data (Coid, 1996). Coid (1996) 
reviewed six major epidemiological studies. Five out of six studies found people 
with severe mental illness to be more violent based on self report, arrest records 
and violent convictions. Factors associated with the general public also 
characterised mentally ill violent service-users; younger age, male gender, low 
social class, and unemployment.
Bonta et a i, (1998) dispute such findings following their review of long term 
follow up studies. They suggest that criminal history and demographic data are 
more predictive and that clinical variables such as psychosis are least predictive of
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violent behaviour. Whereas Coid (1996) suggests that substance misuse and 
active symptoms of mental illness increase the risk of violent behaviour.
Contrary to findings suggesting that mental illness increases the likelihood of 
violence, Elbogen and Johnson (2009) suggestthat violence is not linked to mental 
illness but linked to other factors that are linked to mental health for example 
previous history, substance misuse and environmental stressors. This notion is 
supported by Silver et al., (2008) who, in their study, controlled for such factors.
Coid (1996) argued that violence is more likely to occur in a specific context of 
perceived threat.This implies that vigilant surveillance of symptoms and control 
of the surrounding environment should allow professionals to reliably prevent
violence.
Barham and Hayward (1995 cited in Hewitt, 2008) on the other hand, suggest this 
pre-emptive strike might be due instead to the experience of social isolation and 
lack of civic identity. This, i n addition to the conflictingfindingsonthe relationship 
between mental illness and violent behaviour, poses a dilemma to mental health 
professionals in how to best manage such risks.
The Mental Health Professionals' Perspective
Best practice guidelines in managing risk (DoH, 2007) emphasise positive risk 
management, collaboration with service users and carers, recognising and 
building on service-user strengths, and the organisation's role in risk management 
alongside the individual practitioner's. However, living up to such guiding 
principles may be influenced heavily by staff perceptions, training and available
support.
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Staff Perceptions o f Safety
In their 2004 paper, Keeting and Robertson (2004) reported that mental health 
professionals experience fearful feelings. This fear is directed towards patients, 
based on their perceived dangerousness, and the level of responsibility and 
accountability professionals hold over them. This reportedly led mental health 
practitioners to disengage from service-users who were perceived as more 
dangerous. The lack of communication and understanding made service-users 
more likely to become challenging in their behaviour, adding to the stigma 
surrounding their illness and leading service-users and careers to be less open 
about their diagnosis.
This is something I can certainly relate to as I can recall feeling more afraid of 
patients or offenders who were more intimidating in their physical appearance. 
This fear acted as a motivator to keep my contact with such individuals minimal. 
This was something that I fe lt somewhat embarrassed about and reluctant to 
raise with my team as I fe lt that i should be able to cope with and overcome such 
feelings on my own. Looking back, I can appreciate that this may have 
compromised my safety and in-turn the safety of service-users in my care. This 
experience is concordant with research findings suggesting that members of staff 
do not opening acknowledge their fears. Such silence can detract the ability of 
staff to influence organisational settings (Miliken et a i, 2003 cited in Keeting & 
Robertson, 2004) which I feel would lead professionals to feel further 
disempowered in their work place.
Such findings highlightthe need for clinical psychologists to encourage reflective 
practice within mental health services. Experiential work within organisations 
could help to explore underlying issues within staff teams while short-term 
problem focused workshops and training sessions could help to strengthen teams 
and manage difficult incidents.
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While I appreciate that such practices would be beneficial, my experience of 
similar groups has led me to believe that gaining the commitment of mental 
health service professionals to take part may be difficult. In my experience, a 
small sample of staff would recurrently express their complaints while others 
would sit quietly or make excuses not to attend. Managers would attend as well 
as lower bands, which made honesty difficult as staff feared being held 
accountable forthe ir views. On the other end of the spectrum, some individuals 
wonderedifthere was any point in raising issues at all if all the group acted as was 
a 'safe space' where no further action would ever be taken. It is my suggestion 
therefore, that such groups should begin with an agreement or a discussion 
surrounding expectations to provide people with some confidence and 
understanding of its purpose. It may also be worth while holding separate groups 
for people at a managerial level or offering the supplement of individual sessions 
so that people can express their views openly without the fear of repercussions 
from managers.
In summary, clinical psychologists could use their skills in collaborative working 
along side their skills in leadership to facilitate an organisational environmentthat 
promotes feelings of staff safety as well as patient safety.
Staff Training
It has been suggested that some mental health professionals are inadequately 
trained (Fetch, 2001). My personal experiencewould lead me to somewhat agree 
with this, while not applying this as a blanket statement. For example, when 
working for a high secure hospital I worked alongside many young psychology 
graduates who had taken the post hoping to gain some experience in delivering 
therapy, while remaining naive to the amount of ward-based work that would be 
involved. We were warned of the dangers and the potential for abusive incidents 
to occur and training in 'control and restraint' was delivered by nursing staff who 
had gone on to specialise insecurity. The term 'de-escalation' was often used but
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neverfully explained. I completed my training reliant on my previous experience 
to inform how I might deal with an aggressive situation without using physical 
force. This feeling has carried over with me into community mental health 
settings, where there remains the potential for aggressive incidents to occur and a 
lack of adequate training in how to deal with them.
This experience has led to me to feel that induction training in all mental health 
settings could benefitfrom psychological input. Such training sessions could focus 
on motivational interviewing orSocraticquestioning, as well as providing a sound 
understanding of the benefits of using assertive behaviours. Training could indude 
details of whatspecifictechniques the particular service-user group may respond 
well to and what statements, gestures, or questions are likely to cause an incident 
to escalate. This may even include a summary on each clientfor smallerteams as I 
recall learning the hard way what idiosyncratic triggers our patients responded 
negatively to.
Psychological input from the induction stage could also help to demystify 
psychology as a profession and act as prevention rather than cure to some of the 
questionable practices seen in mental health services such as closing the 
discrepancy I witnessed in the way in which staff from a therapeutic background 
and those from a security background managed service-users and assessed risk.
Other areas of training suggested to be lacking are interagency working and the 
reporting of risk. Such difficulties as well as a shortage of resources have been 
attributed to the 'failure of community care' (Moon, 2000). In a study by McNeil 
etal., (2008), systematictraining in evidence-based violence risk assessment led 
to objective improvements in clinical documentation, as measured by 
independent raters and supported by multivariate analysis controlling for 
participants' baseline skill. These findings suggested enhancement in case
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formulation and greater transparency in note making which would also act to 
enhance interagency communication.
It is my viewthatsuch training should not be reserved for forensic psychologists, 
or clinical psychologists working in secure units as the potential for violent 
incidents to occur is always present. This has been highlighted to me through 
being issued with personal safety alarms while working in the community. 
Moreover, the solitary feature that often differentiates individuals in community 
and secure settings is a conviction.
Risk assessments are usually based on statistical probabilities (actuarial) or on 
structured clinical judgement. While actuarial assessments add objectivity there 
are questions around whether formal assessments restrict or enhance 
professional skills (Sawyer, 2009). A samp! e of mental health nurses deemed such 
standardised risk assessmenttools to be too mechanical, behaviourally reductive, 
dehumanising and limited in their ability to add to the understanding of 
motivational factors. Professionaljudgementwas valued far more by participants.
However, while psychologists and psychiatrists are considered as experts in 
clinical risk assessment, they too are constructed through social and cultural 
processes. Theirjudgements are a product of their understanding and perception 
(Lupton, 1999 cited in Hewitt, 2008). Furthermore, psychiatrists increasingly 
combine clinical roles with managerial duties increasing the danger that 
professional and ethical obligations may become overshadowed (Dudley & Gale, 
2002 cited in Hewitt, 2008). In addition, a nurse's key in advocating between 
medical and legal domains should not be overlooked (Hewitt, 2008).
To review, it seems that mental health services could benefit from additional 
training put in place by skilled clinical psychologists i n the form of de-escalation
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methods, and the assessment and reporting of risk. Various disciplines should be 
encouraged to reflect on the cultural and social processes that shape their 
opinions and the conflicting demands that may be made on them so as to not 
deduct from the skilful roles that they fu lfil.
Staff Support
The Department of Health guidelines on risk management (DoH, 2007) advocate 
collaboration and learning from and sharing safety lessons at an organisational 
level. In my experience however, there sometimes exists a culture of concealment 
of such difficulties, and of blame and punishment.
Media frenzies have fuelled nurses' fears that risk assessments w ill be used as 
evidence during witch-hunts following serious incidents and act as deterrents to 
truthful completion. This has led to the replacement of therapeuticconcerns with 
contentious fears, resulting in professional protection as opposed to protection 
for the public (Stein, 2002, cited in Hewitt, 2008). Pressure on individuals to 
predict risk has resulted in a culture of fear and blame (Paterson & Stark, 2001). 
Such reported pressures are supported by findings suggesting an increase in law 
suits against mental health professionals following suicide (Berman, 2006 cited in 
Kalinieka&Shawe-Taylor, 2008) despite little  evidence of poor practice (Boyd et 
a i, 1996 cited in Kalinieka & Shawe-Taylor 2008).
The need for practitioners to feel supported in their assessment of risk has clearly 
been identified. A study by Kalinieka and Shawe-Taylor (2008) demonstrates the 
positive consequences that can follow when such support is available. The 
authors explored the characteristics and outcomes of cases brought to a positive 
risk management panel, as well as exploring the opinions of the practitioners 
involved. Post panel risk levels decreased in 35-40% of cases presented. While
Rupinder Joha
50% remained the same, this is likely due to the complex nature of the cases. The 
majority of practitioners involved found the panel helpful.
Recording a risk management plan provides a way of legally demonstrating that 
reasonable attempts have been made to assess and manage risk. This together 
with the jo in t nature of the decision makingaidsto lower anxiety levels in mental 
health practitioners.
While itis  unclear if  service users found such outcomes helpful, findings such as 
these should be used to fuel momentum in multi-disciplinary working. Clinical 
psychologists,aswell as carrying out consultation work, could setup local panels 
and help to build a culture where positive risk management is encouraged and 
individual practitioners are supported rather than blamed.
It is also suggested that clinical psychologists could increase their contact with the 
public through media interfacing and making further efforts towards educating 
others about more realistic appraisals of risk rather than allowing the media to 
place blame on individual service-users and pressure on individual clinicians.
Impact of Media and Government on Professional Practice and Public 
Perceptions
Changes in Discourse
The past decade has brought intensified media reporting of violence attributed to 
mentally ill individuals, leading to the emergence of a new discourse of danger 
and threat directly attributed to mental illness and the failure of health care 
systems (Cutcliffe & Hannigan, 2001, cited in Hewitt). As a result, UK policy 
development has become increasingly dominated by an assumed need to prevent 
violence and alleviate public concerns. For example the surfacing of supervision
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registers, supervised discharge, and amendments to the Mental Health Act (1983) 
(Rush, 2004, cited in Hewitt 2008). The introduction ofsuch amendments appears 
as a manifestation of the government's need to regain public confidence rather 
than a genuine responsive ness to needs of mental health service-users (Peterson 
& Stark, 2001)
Historically, challenging or violent behaviour has been explained spiritually and 
morally, and by social deviance and mental defectiveness. In more recent times 
'madness' appears to conflate with 'badness' and psychiatry has become the 
vehicle forthe médicalisation of problematic behaviours and their management 
(Ion & Beer, 2003 cited in Hewitt 2008).
This change in perception appears unwarranted as in 1994, 13% of homicides 
were committed bymentallyill individuals in England and Wales, and in 1999 this 
figure decreased to 8%. Therefore the data alone do not provide sufficient 
justification for moral panicand revisions to policies (Paterson & Stark, 2001); the 
governmentappears to focus on prevention rather than cure. However, locating 
the problem within society rather than acknowledging that a small number of 
individuals are failed by public services decreases public confidence in 
professionals and increases stigmatising attitudes.
Support fo r  De-Institutionalisation and Community Care
This regrettable shift in the political agenda has meantthat primary concerns have 
been to manage risk rather than to provide better health outcomes for service- 
users (Holloway, 1996 cited in Petch, 2001) and that it is now more acceptable to 
confine people than it was a decade ago (Moon, 2000). While confining service- 
users may or may not confine risk, this strategy carries its own adverse 
consequences such as increased stigma, problems with recruitment and
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retention, attribution of blame, and low morale among staff (Health Select 
Committee, 2000 cited in Petch 2001).
Through the analysis of public enquiries, Rumgay (2000, cited in Petch, 2001) 
found that improved risk assessment has a limited role in reducing the risk of 
violence as only a minority of serious violent incidents are carried out with any 
prior indication. However, public pressure to avoid false negatives (failing to 
identify real risk) increases the rate of false positives (identifying risks where there 
are none) which means that the public are led to believe that all mentally ill 
people are dangerous despite the rate of serious violent incidences remaining 
unchanged (Taylor & Gunn, cited in Petch, 2001).
The Department of Health (DoH, 2007) advocates having social inclusion at the 
forefront of any good risk management plan. However, people with anti-social 
personality disorder or 'psychopathy/ are believed to be untreatable under 
current forms of psychiatric care and as a result end up in prison for short spells 
and receive little or no treatment (Moon, 2000). This seems to be the case with all 
offenders whether mentally ill or not. Similarly, DSPD units for people with 
'Dangerous and Severe Personality Disorders' were set up around the country to 
make society safer. However, people were no saferthan they were, as evidence of 
the effectiveness of the treatment being provided was thin, and the majority of 
service-users fitting the 'criteria' were already in prison serving life sentences 
(Petch, 2001). It is my viewthat in-reach work from clinical psychology to deliver 
interventions or provide supportto staff in managing symptoms of those who are 
required to serve longer sentences would be more effective and efficient. 
However it seems that roles for clinical psychologists in prisons are currently 
limited while the need is vast.
Where possible, community treatment orders are a far more responsive and 
resourceful way of managing risk. Often people in high-secure settings do not
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require such levels of security on a consistent basis and with the adequate 
protocols in place would be manageable in the community or in lower security 
settings. While this would require increasing the day-to-day management of 
dynamic risk, I feel that it would help to tackle much of the stigma attached to 
those with a diagnosis of a mental illness or personality disorder. This notion is 
supported by the views of carers and the general public (Ryan, 1998) as increased 
contact with the mentally ill has been found to associate with decreased levels of 
fear (Link & Cullen, 1986).
Clinical psychologists could equip people with the social and cognitive skills to 
promote recovery and form and maintain supportive relationships. Increased 
community treatment could also enable practitioners to work with service-users 
over a longer duration, as opposed to the short institutional stays, enabling the 
implementation and monitoring of these skills in the community rather than in 
institutions where the relevance and ability to implement is limited.
In short, it seems that a change in discourse has led to service-users being 
confined, often for short periods, preventing any effective intervention to be 
implemented. Further in-reach and recovery focused work could help to enhance 
the way in which such 'risky' individuals are managed. This re-allocation of 
resources could helpto tackle stigma and improve staff morale as well as increase 
the potential for service-users to apply their acquired skills.
Service-User Perspective
Service User Experiences
Research on service-user experiences of safety and risk is somewhat lacking in 
comparison to that carried out with mental health professionals. However service- 
user's perceptions of safety will inevitably be impacted upon by staff perceptions
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(Wood & Pistrang, 2004). I remember at times wondering how I could make 
service-users feel safe in my care when I myself did not feel safe.
In a study by Quirk et al., (2004) service-users on an acute psychiatric ward 
understood the risk of a violent incident as the result of the interplay between 
numerousfactorssuchas low staffing levels or minimal or poor surveillance. They 
responded to this risk by implementing a range of resourceful risk-management 
strategies such as avoiding risky situations or individuals, soliciting the protective 
involvement of another patient, seeking staff protection or working towards 
discharge. While the ward was perceived as a volatile environment, service-users 
considered it to be relatively safe in comparison w ith being in the community 
given the crisis they were experiencing before their admission. Some residents 
reported valuing being there and feeling accepted. They reported allowances 
being made for 'bizarre7 behaviours, friendships forming, and the exchanges of 
advice and support among service-users as reasons for the unit holding so much 
value. Such findings act as a reminder that secure units do hold value for some 
service-users and that while they would not be the preferred option if aiming for 
improved social inclusion, they are appropriate for some. This research also 
highlights that service-users are responding to risks on a daily basis and this is a 
skill set that would benefit from being tapped in to for the purposes of risk 
management as well as risk assessment.
Service User Involvement in Risk Assessment
Best practice guidelines suggest that service-users should have their views 
included in their risk assessments regarding their perceived triggers and 
protective factors (NICE, 2005; DoH, 2007). However it seems that this is rarely 
the case and that the results from risk assessments are often only ever 
communicated to other professionals (Langan, 2008). The essential shared 
capability 'promoting safety and positive risk taking' (DoH, 2004) recommends 
service-user involvement in risk management however it neglects to mention
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their involvement in risk assessment. Furthermore, a biennial report by the 
mental health act commission (2005) found that it was rare for service-users to 
have even signed their risk assessments.
In a study by Langan (2008) mental health professionals from a range of 
backgrounds acknowledged that honesty about risk could facilitate collaboration 
and understanding in the service-user as to the rationale of the professional's 
involvement, however the majority of professionals did not share the results of 
risk assessments with their service-users. A potential reason for this was that staff 
were uncomfortable with discussing risk openly with service users and even with 
usingthe term 'riskto other.' This resulted in service users often not knowing that 
risk assessments were being carried out (Langan, 2008).
I can relate to this feeling of discomfort when discussing risk with a service-user 
and I am I inclined to believe that best practice guidelines are not always adhered 
to as I have spoken with several service-users who have claimed that their risk 
assessments have been completed without them even having met the person 
who completed them.
The benefits of service-user involvement in risk assessment exist on two levels. 
Firstly the predictive validity, for example, service-user assessments made 
through completion of a 'self report risk scale' were found to be significant 
predictors of inpatient and three month post-discharge violence (Roaldset & 
Bjorkly, 2010).
Secondly, the involvement of service-users aids the development of their 
therapeutic relationship with mental health professionals. In Langan's study 
(2008), service-users reportedly appreciated openness in staff while professionals
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appreciated that good comprehensive risk assessments with the involvement of 
service-users can lead to collaborative and more effective risk management.
It is important to add that openness does not always equate to agreement and 
that professionals need to be supported in their efforts to be open about risk 
assessment. Clinical psychologists can helpto facilitate such reflective practices 
and supportive cultures as well as using research to develop assessmenttools that 
integrate the views of the service user.
Diversity Issues in Risk Assessment and Management
Workingwithinmentalhealthhighlightsmanyissuesof diversity and these should
not be neglected when managing or assessing risk. For example, research suggests 
that some ethnic minorities might be more likely to be feared as dangerous or 
assessed as a risk to others. This fear of the 'other' in the general population is 
referred to as 'racism' and evidence suggests that it also exists in mental health 
services when assessing and managing the risk of violent behaviour. A study 
comparing black and white service-users found that black service-users were 
perceived as being more dangerous than white service-users despite having lower 
scores on a measure of aggressive behaviour (Bhui, 2001).
Research also suggests that black service-users have more experience of being 
under section, of being diagnosed with schizophrenia, are overrepresented in 
medium and high secure inpatient units, and have more experience of having the
involvementofthe police and psychotropicmedicationintheir care.They are also 
under-represented in voluntarily accessed mental health services and less likely to 
engage in talking therapies such as psychotherapy (Keeting & Robertson, 2004).
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In a qualitative study, black service-users were found to hold fearful perceptions 
aboutmental health services, fearful attitudes to mental illnessand diagnosis,and 
anxieties regarding negative experiences of hospital care. Staff working with black 
service-users held fearful perceptions about dangerousness, and about talking 
about issues of race and the impact of this on professional or organisational 
power (Keeting & Robertson, 2004).
The impact of inaccurate risk assessments influenced by race or other 
stereotypical judgements includes limited engagement, and limited trust between 
staff and service-users, delayed help seeking behaviour on the service-user or 
carer's part, and service-users hidingtheirillness. Professionals also experienced 
silencing discussions about race and culture (Keeting & Robertson, 2004).
In order to interrupt this circle of fear, clinical psychologists need to establish 
dialogue with community groups, through outreach services, and consultation to 
religious and cultural leaders. Education and information provided to 
communities regarding mental illness and psychological intervention could 
facilitate early detection of mental illness and reduce fear and stigma within or 
towards particular communities.
Prejudice can also been seen in mental health services with regards to gender and 
the management of risk. For example, Wynn (2œ2) found physical restraint to be 
the preferred method of de-escalation for young male service-users and 
pharmacological restraint to be preferred for females and older males despite 
women being found to contribute to more physical injuries (Mellesdal, 2003). 
Once again, it seems that mental health professionals could benefit from the 
facilitation of a safe space in which to monitorand discuss issues of risk as well as 
of diversity.
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Conclusion
This essay has suggested that mental health services respond to the issue of 
managing the risk of violence in a fearful way. This fear is influenced by media 
pressures and government agendas and subsequently impacts upon the way in 
which professionals complete risk assessments, engage with their service-users 
and feel abouttheirwork and their job-roles. Service-users become frustrated and 
sometimes increasingly challenging in their behaviour, causing delayed help 
seeking behaviour in both service-users and carers. This exacerbates stereotypes 
and increases the stigma towards people with mental illnesses.
This is a vicious cycle that needs to be broken and there is a definite role for 
clinical psychology in doingthis. While social inclusion and recovery-focused out­
reach work is the preferred option, there is also a definite need for an increase in 
in-reach work for those who end up in the prison system.
Clinical psychologists can help to enhance the understanding that mental health 
professionals have about the risk of violent behaviour by training staff in non­
physical de-escalation techniques, risk assessment, and effective documenting. As 
well as training in risk assessment clinical psychologists help to augment the 
understanding of risk using their skills in clinical judgment in carrying out 
assessments. They can draw on such skills to develop risk assessment tools that 
include service-user predictions or perspectives.
Clinical psychologists can also helpto ease some of the pressure put upon mental 
health services to predict and manage risk by providing consultation or inf I uendng 
organisations to embrace positive risk taking by setting up supportive panels. 
They can also inform risk managementand ease pressures by publishing research 
to highlight good practice as well as using this to influence policy and tackle 
stigma. Media communications also seem pertinentinreducingthepressuresthat
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mental health professionals face in responding to issues of risk and in restoring 
public faith in the 'experts/
Lastly, the dynamic nature of risk means that it can never be eliminated. Clinical 
psychologists can work to guide and support mental health professionals in 
reaching a position of safe uncertainty (Mason, 1993).
Rupinder Joha!
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CLINICAL DOSSIER
Rupinder Johal
OVERVIEW OF CLINICAL EXPERIENCE
October2009 -  September2012
Rupinder Joha
Adult Mental Health Placement: Year 1
Settings: Community Mental Health Team, Psychotherapy Unit, Neuro- 
Rehabilitation Hospital, Medium Secure Unit.
Service-Users: Adults aged from 18 to 65.
Theoretical Models: Cognitive Behavioural Therapy, Psychodynamic therapy.
Presenting Difficulties: Depression, anxiety, Psycho-somatic symptoms, 
schizophrenia, borderline personality traits, adjustment disorder, anger 
management, head injury.
Clinical Experience: Assessment, formulation and intervention with individuals 
and couples using CBT, individual short-term and long-term psychodynamic 
psychotherapy, 'hearing voices' group assessments, co-facilitation of 'anger 
management group' on medium secure unit, cognitive assessment of individuals 
at neuro-rehabilitation hospital, visits to trauma service and psychiatric intensive 
care unit.
Teaching and Presentations: Presentation of Service Related Research Project on 
'A sample of the Punjabi Community's Understanding of Psychotherapy' to 
Psychotherapy department.
Case Report 1: "A Cognitive Behaviour Therapy informed Formulation and 
Intervention for a Heterosexual Black-Caribbean man in his fifties suffering with 
Anxiety, Depression and Somatic Problems."
Case Report 2: "A Psychodynamic Assessment, Formulation and Intervention with 
a Young British Asian Woman with Borderline Personality Traits."
Rupinder Joha
Older Adults Placement: Year 2
Setting: Older Adults Community Mental Health Team.
Service-users: Adult aged 60 and over.
Theoretical Models: Cognitive Behavioural Therapy, Cognitive Analytic Therapy. 
Presenting Difficulties: Depression, anxiety, mild cognitive impairment, dementia. 
Clinical Experience: Assessment, formulation and intervention with individuals 
using CBT, developmentof memory group and lead facilitation of memory group, 
cognitive assessments, attendance at ward rounds at local hospital, regular 
attendance at team meetings, visits to day centres and care-homes.
Consultation Experience: Consultation within team on psychological ways of 
working.
Case Reports*. "A Neuropsychological Assessment with a White British Man in his 
seventies suffering with Mild Cognitive Impairment."
Learning Disabilities Placement: Year 2
Setting: Community Team for People with Learning Disabilities.
Service-users: Adults aged from 18 to 65 with learning disabilities.
Theoretical Models: Cognitive Behavioural Therapy, Cognitive Analytic Therapy.
Presenting Difficulties: Autism, mild, moderate and severe learning disabilities, 
depression, anxiety, challenging behaviour, lack of sexual awareness, dementia. 
Clinical Experience: Assessment, formulation and intervention with individuals 
usingadapted CBT, development of financial capacity assessment tool, cognitive 
assessments for learning disabilities and for dementia, jo in t working with 
challenging behaviour specialist.
Teaching and Presentations: Staff training to support workers on dementia, CAT 
special interest group.
Consultation Experience: Consultation to external teams on how to manage 
challenging behaviour and work psychologically with individuals.
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Supervision Experience: Systemic group supervision, supervision of assistant 
psychologist
Case Report 4 (Oral): "Delivering jo in t training: A Cognitive Analytic Therapy 
informed understanding of the development of my leadership potential."
Child and Adolescent Placement: Year 3
Settings: Child and Adolescent Mental Health Services
Service-users: Children and young people aged up to 18.
Theoretical Models: Cognitive Behavioural Therapy, Narrative Therapy, Solution- 
Focused Therapy.
Presenting Difficulties: Depression, anxiety, phobia, autism, attention deficit 
hyperactivity disorder.
Clinical Experience: Assessment, formulation and intervention with individuals 
using CBT and NT, SFT clinic with families, school observations, cognitive 
assessments, visits to early intervention service, assertive outreach service, 
schools for children with average and below average abilities, screening 
assessments in ASD clinic, attendance at ADHD clinic.
Teaching and Presentations: University lecture to final year social work students 
on 'The Role of Psychology in CAMHS.'
Consultation Experience: Consultation to schools and parents on adapting 
learning environments for children with special needs.
Case Report 5: "A Brief Solution Focused Therapy Intervention with a Young 
White-British Adolescent Female with Generalised Anxiety with a Specific Phobia."
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Specialist Placement: Year 3 
Setting: High Secure Hospital
Service-users: Male adults aged 18 and over with forensic histories.
Theoretical Models: Cognitive Behavioural Therapy, Psychodynamic therapy. 
Presenting Difficulties: High riskto self and/or others, schizophrenia, personality 
disorder, psychopathy, challenging behaviour, self-harm, lack of insight, emotional 
regulation, anxiety.
Clinical Experience: Admissions assessments, comprehensive cognitive 
assessments, psychos exual assessments, personality assessments, co-facilitation 
of psychodynamic group for leavers, assessment, formulation and intervention 
using CBT with individuals, HCR-20 awareness training, visits to low and medium 
secure units, women's enhanced medium secure unit, young offender institute, 
and therapeutic community prison.
Teaching and Presentations: Lecturing on MSc Forensic Psychology course on 
formulation with sex offenders, Presentation of Major Research Project in 
monthly psychology meeting.
Consultation Experience: Consultingto nursing staff on behavioural management 
planning, consulting to other hospitals as part of patient handovers.
Supervision Experience: Supervision of assistant psychologist.
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RESEARCH LOG CHECKLIST
Summary o f Research Skills and Experience
October2009 -  September2012
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Research Log Checklist — V23JPV "^ SCk-fyrVC.
1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology and 
literature search tools
&
3 Critically reviewing relevant literature and evaluating research methods o'
4 Formulating specific research questions OK'
5 Writing brief research proposals E/
6 Writing detailed research proposals/protocols
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
cK
8 Obtaining approval from a research ethics committee eK
9 Obtaining appropriate supervision for research
10 Obtaining appropriate collaboration for research 0 /
11 Collecting data from research participants m /
12 Choosing appropriate design for research questions Q/ /
13 Writing patient information and consent forms CK^
14 Devising and administering questionnaires B"/
15 Negotiating access to study participants in applied MHS settings s '
16 Setting up a data file B""
17 Conducting statistical data analysis using SPSS Q /
18 Choosing appropriate statistical analyses s '
19 Preparing quantitative data for analysis B''
20 Choosing appropriate quantitative data analysis 0 /
21 Summarising results in figures and tables b/
22 Conducting semi-structured interviews
23 Transcribing and analysing interview data using qualitative methods
24 Choosing appropriate qualitative analyses g/
25 Interpreting results from quantitative and qualitative data analysis 8 /
26 Presenting research findings in a variety o f contexts 8 /
27 Producing a written report on a research project G k'
28 Defending own research decisions and analyses Q /
29 Submitting research reports for publication In peer-reviewed journals or edited 
book
0
30 Applying research findings to clinical practice 0 /
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QUALITATIVE GROUP PROJECT ABSTRACT
"Celebrities, Marriage and Infideiity: Perceptions o f Young Females. "
Rupinder Johai
Background: Celebrity culture continues to fascinate young females and in the 
recent media there has been a host of cases of celebrity infidelity.
Aims: The current research was aimed at exploring young females' perceptions of 
marriage and infidelity in celebrities and non-celebrities; and whether celebrity 
culture impacted on young females' perceptions of relationships.
Participants: Each of the five female researchers recruited a female participant 
from their social network, in their twenties or thirties.
Method: Semi-structured interviews were digitally recorded and transcribed. 
Interpretative Phenomenological Analysis (IPA) was utilised to make sense of the 
meaning participants' made of marriage, infidelity and celebrity culture. There is 
an acknowledgement within IPA methodology that researchers bring their own 
interpretations and experiences to the work; a reflective section was incorporated 
to illuminate this.
Results: The findings demonstrated the emergence of three super-ordinate 
themes: 'Movement of Marriage', 'Levels of Infidelity' and 'The Wider Impact of 
Celebrity'. This reportfocussed on the in-depth analysis of the theme 'Levels of 
Infidelity'as this was mostrelevantto the research question. This theme included 
four subordinate themes: 'justification for infidelity', 'hierarchy of infidelity', 
'othering' (describing people as 'other' to oneself') and the 'role of technology'.
Discussion: The topicof infidelity may be fuelled with emotion for some clinicians, 
making it d ifficu ltto avoid making personal judgements of service users. Further 
clinical implications and recommendations for good and ethical practice are 
outlined.
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SERVICE-RELATED RESEARCH PROJECT
"An Evaluation o f an Inner City Outpatient Psychotherapy Departments 
Information Leaflet by Members o f the Local Punjabi Community."
Year 1 - July 2010
Rupinder Johal
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ABSTRACT
Objectives: The objective of this study was to obtain the views of a small sample 
of the Punjabi community on the current information leaflet for an inner city 
outpatient psychotherapy service.
Aims: The aim was to improve the usefulness and accessibility of this leaflet to 
members of the Punjabi community.
Design:The study utilised questionnaires administered individually to groups of 
Punjabi people residing within the local community.
Participants: Participants were 15 members of the Punjabi community. Of those 
who reported their gender, 7 were male and 7 female. Participant ages ranged 
from a '19-30' bracket to '65 plus.'
Outcome measures: A questionnaire was designed to enable participants to 
evaluate the layout, content, language, cultural appropriateness, distribution and 
their understanding of the information leaflet Answers to Likert-scaled questions 
were measured using descriptive statistics. Open-ended questions were analysed 
for common themes and suggestions.
Results: Participants scored the questionnaire highly across all dimensions, 
although responses regarding the leaflets cultural appropriateness were slightly 
less favourable. Several suggestions were made as to how the leaflet could be 
improved, the most popular of which was the need to have it printed in Punjabi.
Discussion: This study made a positive step towards integrating members of the 
Punjabi community into mainstream mental health services. Challenges to the 
work are discussed as well as scope for further research. Recommendations for 
the development ofthe leaflet are summarised as are wider considerations such 
as the appropriateness of one-to-one therapy and the role of clinicians as 
consultants to religious leaders.
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1. INTRODUCTION
1.1 Background
The representation of minority groups within mental health services is of 
continual interest to researchers. This topic is all the more pertinent when 
considering statistics suggesting that the incidence of self harm and suicide in 
South East (SE) Asian women is higherthan in any othergroup of women (Kumari, 
2004). Unwanted marriages, gender roles, changing cultural expectations and 
perceptions of honour, are just some of the pressures within SE Asian culture 
which may contribute to this (Kumari, 2004; Chew-Graham et al., 2002).
Subsequently, such pressures may account for the mental health problems that 
result in such groups being over-represented in non-voluntary services, such as 
inpatientsettings or placed under sections of the Mental Health Act, and under­
represented in voluntarily accessed services such as out-patient talking therapies 
(Weatherhead & Daiches, 2010). This has lead to a lack of evidence of the 
effectiveness of such treatments with ethnic minority communities (NICE, 2000).
Despite apparently disengaging from mainstream mental health services, Asian 
communities are more likely to use Asian voluntary organisations as a source of 
support (Gupta, 1990). Reasons for favouring such organisations could vary from 
the level of accessibility to a lack of relevant referrals. Wilson and MacCarthy 
(1994) suggest that a lack of relevant referrals to talking therapies may be due 
partly to SE Asian people somatising psychological distress. Bhui et al. (2001), 
however, found Punjabi people to report poor concentration and memory and 
depressive ideas rather than somatic symptoms. Such findings tie in with a DoH 
(2003a) re port suggesting that ethnic minorities such as the SE Asian community 
are at increased riskof GPs not recognising mental health problems or attributing 
presenting problems wrongly.
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Attribution of psychological distress is often diverse between GP and patient. For 
example Sheikh and Gatrad (2000) found that depression and anxiety in south 
eastern Muslim culture may be attributed to an unsound spiritual heart. Such 
beliefs are incongruent with western health care. Such incongruities, as well as 
the afore mentioned cultural pressures, may lead members of the Asian 
community to turn to theirfamily, or more so their religion for support (Yazdani, 
1998; Khan, 2006).
Alarmingly, Chew-Graham et al. (2002) found self harm to be a common coping 
strategy in their focus group study with SE Asian individuals, and formal services 
only to be accessed at the point of desperation. Reasons for this lack of uptake 
have been reported to include: limited or no alternatives to physical treatments; 
misdiagnosis or misunderstanding; feeling ignored or isolated; lack of 
information/ knowledge of specialist and primary care; cultural and spiritual 
needs not being met or understood; shame and stigma; language barriers; lack of 
opportunity to have more say in treatments implemented and planning of 
services (Rethink, 2007; Gray, 1999; Kumari, 2004).
1.2 The Role of Information Leaflets
A common attempt at tackling such concerns has been to provide more 
information to ethnic minority groups, for example the distribution of culturally 
informed information leaflets. Leaflets act as an extended invitation to 
communicate with services, and enhance the benefits of doing so by improving 
the potential for information retention (Bishop eta!., 1997). They also enable 
service users to share the information with the ir support networks (Layzell & 
England, 1999). Furthermore, information given to patients in the form of a leaflet 
can improve comprehension and satisfaction. Improved comprehension can help 
service users and their families to cope with psychological stress whereas
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improved satisfaction can promote favourable interaction with staff (Azoulay et 
al., 2000 & Harvey et a i, 1993).
Research findings suggest that when service users from an ethnic minority are 
involved in the developmentof information distribution methods, they feel better 
catered for and their satisfaction and knowledge are improved (Layzell & England, 
1999). This would intuitively suggest thatthey may be more likely to engage with 
the service in question.
1.3 Relevance to current service
The outpatient psychotherapy department referred to in this study suffers from a 
distinct lack of diversity within its client group; particularly a lack of presence from 
the SE Asian community (Appendix A).
The department is also in the process of developing an information leaflet 
(Appendix B) which w ill be displayed in GP surgeries. It is hoped that the leaflet 
w ill promote the service offered, attracting more service users and widening the 
demographic.
In orderto aid the leaflet's development and encourage the uptake of the service 
by the SE Asian community, the involvement of potential service users was 
thought to be imperative. Therefore, the current study was undertaken with a 
sample of the SE Asian community, exploring their views on the current 
psychotherapy information leaflet. As the researcher's ethnic background is 
Punjabi, it was thought to be most helpful to target this sub-section of the 
community in orderto assist with language barriers and cultural understanding.
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It was hypothesised that the existing leaflet would be unlikely to be adequately 
sensitive to the needs of the Punjabi community because it had not been written 
withtheiractive collaboration. Itwasthoughtthat active research with this ethnic 
group would bring a rich insight in to their needs for information and the 
development of an improved leaflet.
2. METHOD
2.1 Objectives
To obtain the views of a sample of the Punjabi community on the current 
psychotherapy information leaflet.
2.2 Aims
To use this overview to inform the development of an improved leaflet.
2.3 Design
The research study involved the recruitment of 15 participants. Individual 
questionnaires were administered with groups and support was given to varying 
degrees depending upon individual needs. Conversations were not recorded 
however notes were taken throughout the process where pertinent points were 
made outside ofthe questionnaires. An interpreter was unavailable although the 
researcherwas able to offer assistance with language difficulties. This was due to 
their Punjabi origin, which spurred an interest in conducting the current study.
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2.4 Participants
Participants were recruited at the local Gurdwara (Sikh place of worship), which is 
also used as a community centre forthe Punjabi community, where people meet 
for worship, meals and activities such as yoga. This ensured some homogeneity 
within the sample. Opportunity samplingwas implemented and participants were 
recruited on a first-come-first-served basis. The inclusion criteria were thatthey 
used the community centre, had a sufficient grasp ofthe English language, and 
consented to take part.
Of those who indicated theirgender, 7 were male and 7 female. The participants 
came from mixed backgrounds in terms of age, religion and cultural heritage. 
None were of UK origin; 12 were of Indian origin and 2 originated from outside of 
the Indian subcontinent (Appendix E).
2.3 Outcome measures
A questionnaire was designed to explore participants' views on the current 
psychotherapy information leaflet. Previous studies on leaflet evaluation 
informed the formulation of questions (e.g. Layzell & England, 1999). The 
researcher's cultural awareness also aided the developmentof culturally sensitive 
questions. Questions addressed layout, content, language, cultural 
appropriateness, distribution and understanding, with an additional page 
regarding participants' demographic information (Appendix C).
A Likert-scale(1932) design was implemented to ensure ease of completion, as for 
many English was a second or third language, and ease of analysis for the 
researcher. In addition, it is commonly used as an effective measure of attitudes 
and levels of satisfaction. The scale comprised of 5 points; 1 indicated that the 
participant 'Strongly Disagreed' and 5 indicated that they 'Strongly Agreed' with 
each statement. To break up the content and reduce the likelihood of boredom or
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systematic answering, open ended questions were included at the end of each 
sub-section. They were also included to provide richer data and suggestions for 
how to improve the leaflet as opposed to indicating what areas needed 
improving.
2.4 Data Collection
On completion of the initial questionnaire, a small pilot study was run with 4 
members of the Punjabi community in order to rectify any difficulties with the 
phrasing and type of questions included.
The study was then advertised through the use of posters which were displayed 
around the premises to generate interest (Appendix D). Potential participants 
were invited to leave their contact details with reception if they wished to take 
part. This yielded little  interest and subsequently members of the Punjabi 
community were approached directly at the local community centre and asked if 
they would like to take part. Participants who opted in were asked to read the 
information leaflet and then complete the attached questionnaire.
Several participants completed their questionnaires at any one given time at the 
community centre. This enabled questionnaires to be administered within a 
shorter time frame. The researcher was available to aid the completion or to 
provide any additional information required. For example, in some cases, the 
researcher asked participants the questions and recorded their responses for 
them.
2.5 Ethical Considerations
This study met the criteria for an evaluation of information given by the service to 
the general public, and therefore did not require ethical approval. Participants
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opted in through their participation and were briefed about the purpose ofthe 
study. This was often done in Punjabi for those who were unable to fully 
understand in English. No identifiable information was recorded and all 
information was managed by the researcher in accordance with the principles of 
the Data Protection Act (1998).
2.6 Data Analysis
A power analysis using G*Power (2010) suggested an appropriate sample size of 
27. However, it was not possible to obtain this number due to the time spent on 
data collection with each individual participant.
Data was inputted into a Statistics Package forSocial Sciences (SPSS, 2008). Likert- 
scaled questions were analysed using descriptive statistics and open ended 
questions were analysed for commonalities.
3. RESULTS
The mean and median responses to questions asked regarding the overall 
impression participants had on the layout, content, language, cultural 
appropriateness and their understanding ofthe leafletare illustrated in Figure I 1.
1The section on 'Distribution'did not include such a question therefore that section does 
not appear on the graph.
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Figure 1. Mean and Median responses to 'overall' questions.
Participants rated all constructs highly, with modal responses of 4 ('M ildly Agree') 
on a 5 point scale across all five areas. However, the mean response for cultural 
appropriateness fell below 4, suggesting some variability in responses and a 
relatively lower level of satisfaction with the cultural appropriateness of the 
leaflet.
Detailed tables presenting participant responses to each question across all 
sections of the questionnaire can be found in Appendix F. The main findings are 
now summarised.
3.1 Layout
Participants reportedly found the layout of the existing leaflet to be appropriate. 
This included the use of words and diagrams, ease of reading, colouring, font, and 
amount of information. They indicated this by largely selecting 'M ildly Agree' and 
'Strongly Agree.'
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Open ended questions yielded the fol lowi ng suggestions for how the layout ofthe 
leafletcould be improved: adding pictures with descriptions; a larger font; more 
colours; making the leaflet available in pocket size.
3.2 Content
Participants appeared largely satisfied with the content ofthe leaflet. Participants 
specifically reported that the leaflet would not benefit from having less 
information on it (median=2) but would benefit from more information 
(median=4).
Suggestions on how the content could be improved included: including an email 
address, websites, and examples of how people recover with psychotherapy.
3.3 Language
Findings suggested that participants found the level of English used in the leaflet 
appropriate and that they understood the terms used (Median scores=5). 
However open ended questions appeared to contradict this. Suggestions on how 
the language used could be improved included: making the vocabulary simpler; 
explaining terms such as 'psychotherapy/ 'psychiatry' and 'anxiety;' including a 
glossary, and printing the leaflet in other languages.
3.4 Cultural Appropriateness
Participants scored the leaflet highly on its cultural appropriateness (median 
scores=5). Suggestions on how the cultural appropriateness ofthe leafletcould 
be improved included: being more considerate of older people's understanding, 
and printing the leaflet in other languages.
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3.5 Distribution
Participants 'Strongly Agreed' that the existing leaflet should be made more 
available and that a posterformat would be appropriate. Suggestions on how and 
where the information could be distributed included can be found under 
'recommendations.'
3.6 Understanding
Participants generally'Mildly Agreed' that their understanding of psychotherapy 
and the service had been improved as a result of reading the leaflet.
Suggestions on how understanding of psychotherapy could be improved included: 
giving a talk in Punjabi at the community centre and putting psychotherapy in 
context with other treatments.
4. DISCUSSION
4.1 Findings
This study provided an insight into a neglected demographic's views on the 
promotion of a psychotherapy service. The methodology enabled the collection of 
both quantitative and qualitative data giving rise to an effective evaluation 
comprising of rich and measurable information.
Participants appeared to score the leaflet well across most dimensions indicating 
that itgenerally appears to be serving its purpose well. However, as anticipated, 
findings suggested that it has yet to appropriately consider and meet the specific
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needs ofthe Punjabi community. Participants made several helpfulsuggestions to 
help the psychotherapy service reach this group more effectively (Appendix G).
4.2 Challenges
Despite the significance of the information obtained, several limitations ofthe 
current study may be considered. Firstly, the sample size was limited in 
comparison to other questionnaire studies. However, this was due to the time 
taken to complete questionnaires with participants with difficulties with the 
English language. Nonetheless, the sample size is not representative of the local 
Punjabi population, although the diverse make-up of such a population prohibits 
any researcher from making such a claim (Weatherhead & Daiches, 2010).
Within the sample it was noted that the language barrier made it  difficult for 
older people to participate. This was partially due to a lack of funding to have 
leaflets printed in Punjabi. The service has thus far not expressed an intension to 
have leaflets printed in other languages in future, therefore it would have 
rendered having them printed for the purpose of this research pointless. In 
addition, merely translating leaflets would not take into account cultural and 
religious beliefs or the complexities of language (Layzell & England, 1999). With 
such restraints in mind, it was more imperative to evaluate the leaflet in its 
existing form and language in orderto work towards making the level of English 
more accessible.
As noted, participants generally appeared to score the leaflet well across the 
dimensions covered. These scores however did not always match the level of 
satisfaction that the researcher detected through interactions with the sample. 
One explanation for this could be that participants fe lt pressured being assisted to 
complete the questionnaire by a researcher and representative from the service 
in question. Another explanation could be that participants were taking the view
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of someone who spoke fluent English and were suggesting that for 'most people' 
the leaflet would be appropriate.
Data collection brought about the additional challenge of suspicion and 
dubiousness. Many participants seemed uncomfortable with exploring issues 
regarding mental health and seemed suspicious of why their opinions were being 
sought. Some however were helpful in allaying uncertainties and helpful in 
gaining momentum. The researcher's ability to communicate in Punjabi was also 
crucial, as it often fe lt as though participants would have continued to appear 
dismissive had they not been connected with on a cultural level. However, it is 
importantto considerthatthe study was inclusive of people whose first language 
was English and who grew up in England, indicatingthat the specific views of this 
community stretch beyond language, to values, experiences and beliefs.
Additionally, the appropriateness of one-to-one therapy for a culture where 
familial interpersonal relationships are so highly valued is worthy of consideration. 
Such a service may be redundant to a community where personal crises and 
family distress are addressed more communally, or where family relationships 
contribute to the problem. While this study was concerned with the promotion of 
psychotherapy services, systemic or group therapies may carry more weight with 
such communities.
This study was seen as a small positive step towards introducing and integrating 
SE Asian people into mainstream mental health services. This in itself was a 
challenge, as it was difficult to focus on the leaflet as opposed to the wider 
implications that this research was pertaining to.
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4.3 Further evaluation/recommendations
The research yielded the following recommendations for developing the leaflet 
which were fed back to the service (see Appendix H) :
•  Printing the leaflet in Punjabi.
•  Using simpler vocabulary and including a glossary.2
• Putting psychotherapy in context with other treatments.
•  Including examples of how people get better in orderto instil confidence.
•  Including an email address and helpful websites.
•  Adding pictures with descriptions, using a larger font and more colours.
•  Presenting the leaflet as a poster, making it available in pocket size, 
issuing information in a newsletter.
•  Making the leaflet more available.3
Further research could be carried out with a larger sample or samples of different 
ethnic groups. This could focus on the varying needs of different age groups 
within ethnic minorities as this was raised as a concern by participants in the 
current study. Focus groups could be used to further explore participants' lack of 
uptake of psychological therapies.
Participants expressed a desire to learn more about the services on offer and 
appeared to feel that an information leaflet was an inadequate means of 
communication. They were enthusiasticabout having a member of staff from the
2 Parti ci pants often misunderstood the term psychotherapy to mean physiotherapy. The 
terms psychiatry and anxiety were difficultto understand especiallyfor older participants.
3 Examples included distributing the leaflet in community centres, temples, GP surgeries, 
other healthcare agencies, post offices, libraries, local shops, people's workplaces, and 
door to door.
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service deliver a talk at the community centre. They emphasised that this would 
be much more helpful if delivered in Punjabi.
Currently only the researcherwould be able to provide this. This emphasises how 
employingstafffrom minority ethnic communities can increase participation from 
that community (Fatimilehin & Dye 2003). While this may not be entirely feasible, 
the physical presence of a mental health practitioner, from any ethnic 
background, in Asian communities could be helpful. Clinicians could act as 
consultants to religious leaders and traditional healers or use therapies more 
grounded in eastern approaches such as mindfulness (Weatherhead & Daiches, 
2010).
In addition, the NIMHE (2003) report recommends training in cultural 
competencies, skills, values and knowledge for all staff. This could occur through 
the use of transcultural websites for staff reference as well as patient information 
(De Ruiter & Larson, 2002)
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APPENDIX A: Table of the Psychotherapy Department's Patients' Ethnic 
backgrounds from June 2009 to May 2010
Ethnicity Patients Seen %
White-British 209 46.5%
W hite-Other 99 22.0%
Not Collected/Stated 37 8.2%
Black-Caribbean 20 4.5%
White - Irish 14 3.1%
Black-African 14 3.1%
OtherEthnicGroup 9 2.0%
Mixed- Any other mixed background 8 1.8%
Black - Other background 6 1.3%
Asian - Other background 6 1.3%
Mixed - White & Asian 6 1.3%
Mixed - White & Black Caribbean 5 1.1%
Other-Chinese 4 0.9%
Mixed - White & Black African 4 0.9%
Asian-Pakistani 4 0.9%
Asian-Indian 3 0.7%
Asian-Bangladeshi 1 0.2%
Total 449
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APPENDIX B: Psychotherapy Service Information Leaflet
* * * * * * * * * * * * * * * * *
Mental Health NHS Trust 
Department of Psychotherapy 
* * * * * * * * * * * * * * * * *  
* * * * * * * * * * * * * * * * *  i
The
Psychotherapy
Service
* * * * * * * * * * * * * * * * ,Eza
Mental Health NHS Trust
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What is. dynamic 
piychotiu-Moy7
Ccuid it 
heifi m<“’  
How tar-1 
get it?
How long (io<*s 
it take to start?
Docs it work?
Wnat is the 
dynamic 
psychotherapy 
service?
■
What is dynamic psychotherapy?
# A talking and iistemng treatment
#  It ox? whkh bwkk up between you and thethefdipist
s The therapist b tciwbk but •* not jtrtt A shoulder ta
# Together you end the therapist try to unpkk the dîHkuH«es 
which brought you here; by helping to understand them and 
then move on
#  Somehmes treatment n one to one, and sometimes in groups
Could it help me?
#  If you w ant to  change
# K you ore willing to think about hew you may contribute to your 
problems, perhaps without realising it ;
#  If you are not currently abusing alcohol Of drugs
#  Especially tf you are depressed, anxious or have relationship 
. difficulties v;.
How can I get it?
« YourGF tea Vefer you here (your GP may also i«fer you to a 
tounsdbf, which Is different-moN! for *  crisis than for long­
standing probkms)
•  Your psychiatrist or other mental health professional can refer 
you here
« You can find a private {fee-paying) psychotherapist irsdepen-
deotly
How long does it take to start?
•  Up to three months from referral to assessment appointment 
^*ou will be sent a questionnaire)
•  Assessment means I.S hours with a psychotherapist who discus»» 
your problems with you, and advises whether psychotherapy will 
be useful and, if so, which type
•  Your name goes on a waiting list for either:
*  group therapy {eight patients with one or two therapists)
« brief individual therapy (IS sessions with one therapist)
« longer term individual therapy (weekly for one year)
•  Waiting lists vary, group therapy has the shortest waiting time, 
usually two to six months
Does it work?
There is good evidence that: psychotherapy is effective in many 
patients with depression, anxiety and relationship problems. It 
doesn't suit everyone and we may make another suggestion for 
you, such es family therapy or the arts therapies.
What is the dynamic psychotherapy service?
A team of psychiatrists, psychologists, non-medical psychotherapists, 
secretaries and managers, where the aim is to provide an efficient, 
high duality but non-emergency service.
We often look at the service Ur see how it could be improved, and 
how to make it useful to the wide ethnic diversity in the poputa-
What other things does the service do?
# Cornu its vvtth ether psychiatric teams
# Trains doctors in psychotherapy
# Teaches nurses and mttikai students 
$ Supervises ether therapists
# Undertakes commuons research and audit
# Buns an academic programme including conference*
W hat is dynamic 
psychotherapy?
Could it 
help me? 
How can i 
get A?
How long does 
it take to start?
D oes it  w o rk?
What is the 
dynamic 
psychotherapy 
scvice")
■
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APPENDIX C: Research Questionnaire
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *
Thank you for volunteering to f ill out this questionnaire.
It is hoped that the information gathered through the completion of these 
questionnaires will be used to improve access to * * ** * * *  Hospital's 
Psychotherapy Service.
Should you have any further questions or comments, please do not hesitate to 
contact me on *******g p ******* .nhs.uk.
UNIVERSITY OF
j  SURREY
Rupinder Johai
About You:
Please tick the boxes that best apply to you and give more detailed information 
where prompted by the dotted lines.
I am aged between: 0-18 □ 19-30 □ 31-50 □ 51-65 □ 65+ □
I am: Male □ Female d
I am a British citizen: □ I am a not British citizen: □
My countryof origin is :............................................................................................................
I regard myself belonging to the following community:..........................................................
I do notlive with myfamily: □
I live with my family: □ Please detail how many family members:.....
I or members of myfamily have not used local health services: □
I or members of myfamily have used local health services: □
Please state which:...................................................................................................................
My first language is :.................................  My second language is :.................................
I do notfollowa particularfaith: □
I do follow a particularfaith: d My religion is :....................................................
I go regularly to my place □ I go every:.........................................................
of worship:
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Please look at the attached leaflet and answer the following questions 
giving consideration to your cultural background.
Please tick the boxes that best apply to you, where: 1 = Strongly Disagree
2 = Mildly Disagree
3 = Not Sure
4 = Mildly Agree
5 = Strongly Agree
Please give more detailed information where prompted by the dotted lines.
Layout:
1 2 3 4 5
1 find the use of words and diagrams on this leaflet 
appropriate
1 find the layout of this leaflet easy to follow
1 find the colouring of this leaflet appropriate
1 find the size of this leaflet appropriate
1 find the font size used in this leaflet appropriate
1 find the amount of information on this leaflet 
appropriate
Overall, 1 find the layout of this leaflet appropriate
Please give details of how you think the layout of this leaflet could be 
improved.
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Content:
1 2 3 4 5
This leaflet tells me what 1 need to know
1 feel this leaflet should have more information 
on it
1 feel this leaflet should have less information 
on it
1 find the contact details on this leaflet to be 
sufficient
Overall, 1 find the content of this leaflet 
appropriate
Please give details of how you think the content of this leaflet could be 
improved.
Language:
1 2 3 4 5
1 find the level of English used in this leaflet 
appropriate
1 understand the terms used in this leaflet
Overall, 1 find the language used in this leaflet 
appropriate
Please give details of how you thinkthe language used in this leaflet could be 
improved.
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Cultural Appropriateness:
1 2 3 4 5
1 find this leaflet appropriate for both men and 
for women from my community
1 find this leaflet appropriate for people of all 
ages from my community
Overall, 1 find this leaflet to be appropriate for 
people from my community
Please give details of how you think this leaflet could be made to be more 
helpful to your community.
Distribution:
1 2 3 4 5
1 think this leaflet should be made more 
available
1 think the information in this leaflet should be 
put onto a poster
Please detail where you would like to see this leaflet made available.
Please detail howthe information could be better presented, other than in a 
leaflet.
Rupinder Johal
Understanding:
1 2 3 4 5
This leaflet has improved my understanding of 
what the * * * * * *  Psychotherapy Department 
offers
This leaflet has improved my understanding of 
what Psychotherapy is
This leaflet has improved my understanding on 
why people would need psychotherapy
This leaflet has improved my understanding on 
how 1 would go about receiving psychotherapy
Please give details of how you think this leaflet could help to improve your 
understanding of the services offered at * * ** * *  Psychotherapy Department 
further.
Thank you for completing this questionnaire.
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APPENDIX D: Research Poster
Would you like to help develop an information leaflet?
Your contribution could help to improve access from the Punjabi community to 
* * * * * * * * * * * * * * *  psychotherapy department!
If you would be willing to spare up to an hour of yourtime in the coming weeks, 
to give your opinions on an information leaflet, please leave your name and your
contact details at reception.
If you have any questions please contact me at
He ♦  3 k  sK ♦  *  /çÿ s|c 9 k  sfc s k  s k  p )  u k
y or * * * **********************
SURREY
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APPENDIX E: Table of Participant Information
Number of 
Participants
Percentage of 
Participants
Gender
Male 7 46.7%
Female 7 46.7%
Age
0 - 1 8 0 0%
1 9 -3 0 6 40%
3 1 - 5 0 1 6.7%
5 1 -6 5 6 40%
65+ 1 6.7%
Citizenshio
British 9 60%
Not British 5 33.3%
Place of Origin
Afghanistan 1 6.7%
East Africa 1 6.7%
India 12 80%
Communitv Membership
None 2 13.3%
Asian 2 13.3%
Indian 1 6.7%
Local Temple 1 6.7%
Punjabi 4 26.7%
Sikh 4 26.7%
Household
Living with Family members 11 73.3%
Not living with Family Members 3 20%
First Language
English 2 13.3%
Marathi 1 6.7%
Punjabi 11 73.3%
Second Language
English 10 66.7%
Hindi 2 13.3%
Punjabi 2 13.3%
Religion
Hindu 2 13.3%
Sikh 11 73.%
None 1 6.7%
*1 parti ci pant did not complete this section of the questionnaire.
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APPENDIX F: Results Tables for Participant Responses to Each Question
across All Sections
Layout
SD MD NS MA SA Mean Std
D
Median Mode
1 find the use of 
words and 
diagrams on this 
leaflet 
appropriate
0 0 2
(13.3%)
8
(53.3%)
5
(33.3%)
4.2 0.68 4 4
1 find the layout 
of this leaflet 
easy to follow
0 1
(6.7%)
1
(6.7%)
6
(40%)
7
(46.7%)
4.27 0.88 4 5
1 find the 
colouring ofthis 
leaflet 
appropriate
0 3
(20%)
2
(13.3%)
3
(20%)
6
(40%)
3.86 1.23 4 5
1 find the size of 
this leaflet 
appropriate
0
1
(6.7%)
1
(6.7%)
4
(26.7%) 9 (60%) 4.4 0.91 5 5
1 find the font 
size used in this 
leaflet 
appropriate
0 2
(13.3%)
1
(6.7%)
7
(46.7%)
5
(33.3%)
4 1 4 4
1 find the amount 
of information on 
this leaflet 
appropriate
0 1
(6.7%)
0 8
(53.3%)
5
(33.3%)
4.21 0.8 4 4
Overall, 1 find the 
layout ofthis 
leaflet 
appropriate
0 0 2
(13.3%)
7
(46.7%)
6
(40.0%)
4.27 0.7 4 4
Answers to scaled questions on leaflet layout, with descriptive statistics.
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Content
SD MD NS MA SA Mea
n
Std
D
Media
n
Mode
This leaflet 
tellsme whatl 
need to know
1
(6.7%)
1
(6.7%)
0 7
(46.6%)
6
(40%)
4.07 1.1
6
4 4
1 feel this 
leafletshould 
have more 
information
0 3
(20%)
3
(20%)
5
(33.3%)
4
(26.7%
)
3.67 1.1
1
4 4
1 feel this 
leafletshould 
have less 
information
2
(13.3%)
8
(53.3%
)
1
(6.7%)
2
(13.3%)
2
(23.3%
)
2.6 1.3 2 2
1 find the 
contact details 
on this leaflet 
to be 
sufficient
0 1
(6.7%)
3
(20%)
8
(53.3%)
3
(20%)
3.87 0.8
3
4 4
Overall, 1 find 
the content of 
this leaflet 
appropriate
0 0 0 10
(66.7%)
5
(33.3%
)
4.33 0.4
9
4 4
Answersto scaled questions on leafletcontent, with descriptive statistics.
Language
SD MD NS MA SA Mean Std
D
Median Mode
1 find the level of 
English used in 
this leaflet 
appropriate
1
(6.7%)
1
(6.7%)
1
(6.7%)
5
(33.3%)
7
(46.7%)
4.07 1.22 4 5
1 understand the 
terms used in this 
leaflet
0 0
2
(13.3%) 6 (40%)
7
(46.7%) 4.33 0.72 4 5
Overall, 1 find the 
language used in 
this leaflet 
appropriate
0 1
(6.7%)
1
(6.7%)
7
(46.7%)
6 (40%) 4.2 0.86 4 4
Answersto scaled questions on leaflet language, with descriptive statistics.
Cultural Appropriateness
SD MD NS MA SA Mean Std D Median Mode
1 find this leaflet 
appropriate for 
both men and for 
women from my 
community
0 0 0 6
(40%)
9
(60%)
4.6 0.51 5 5
1 find this leaflet 
appropriate for 
people of all ages 
from my 
community
0 3
(20%)
1
(6.7%)
5
(33.3%)
6
(40%)
3.93 1.16 4 5
Overall, 1 find this 
leaflettobe 
appropriate for 
people from my 
community
0 2
(13.3%)
3
(20%)
7
(46.7%)
3
(20%)
3.73 0.96 4 4
Answers to scaled questions on cultura appropriateness of leaflet, with descriptive statistics.
Distribution
SD MD NS MA SA Mean Std D Median Mode
1 thinkthis leaflet 
should be made 
more available
0 1
(6.7%)
0 4
(26.7%)
10
(66.7%)
4.53 0.83 5 5
1 thinkthe 
information in this 
leafletshould be 
put onto a poster
0 1
(6.7%)
1
(6.7%)
6
(40%)
7
(46.7%)
4.27 0.88 4 5
Answersto scaled questions on distribution, w it i  descriptive statistics.
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Understanding
SD MD NS MA SA Mean Std
D
Median Mode
This leaflet has 
improved my 
understanding of 
whatthe
♦♦♦Psychotherapy 
Department offers
0 0 0 10
(66.7%)
5
(33.3%)
4.33 0.49 4 4
...ofwhat 
Psychotherapy is 0 0 1
(6.7%)
7
(46.7%)
7
(46.7%)
4.4 0.63 4 4
...onwhy people 
would need 
psychotherapy
0 0 4
(26.7%)
7
(46.7%)
4
(26.7%)
4 0.76 4 4
...on howl would go 
about receiving 
psychotherapy
0 0 3
(20%)
6
(40%)
6
(40%)
4.2 0.78 4 4
Answersto scaled questions on understanding obtained from leaflet, with descriptive statistics.
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APPENDIX G: Personal Reflection on the Research Process.
My decision to conductthis study was largely influenced by my own background; 
both of my parents were born in Punjab. Growing up, and in more recent years 
since decidingto pursue a career in psychology, it has come to my attention that 
the Punjabi language has few words to describe psychological distress and people 
instead often talk about 'madness/ The statistics about self harm and suicide in 
Asian women have continued to alarm me as have stories about people withinour 
community about pressures largely imposed by the family. In addition, my work 
experience with a voluntary organization for South East Asian people and in a 
psychotherapy unit has opened my eyes to how difficult this group seem to find it 
to access and relate to mainstream psychological support.
My cultural background has impacted the course ofthis research significantly. For 
example, had I not had a sound grasp of the Punjabi Language, I would not have 
been able to communicate directly with many of the participants and allay any 
reservations they may have had about taking part in the study. My cultural 
awareness also meant that I was more comfortable entering the Sikh 
Temple/community centre and conducting my research there. This has also 
impacted the way in which I have interpreted the data generated. For example, 
the scores represent a good level of satisfaction with the existing information 
leaflet, but conversations with the participants alluded to a much lower level of 
satisfaction, particularly in terms of the language used.
My background has meant that I have been particularly passionate about this 
piece of work and I am keen to see steps made to help people from minority 
ethnic backgrounds integrate into mainstream services. I am, however a little  
sceptical as progress seems to be slow and such communities continue to feel 
poorly catered for.
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APPENDIX H: Evidence ofSRRP Presentation to Service
Golynkina, Katya 
17 July 2012 1553
To: Johal R Miss (PGZR - Psychology)
Dear Rupi,
This is to confirm thatyou presented the findings of your project on raisingawareness of 
and developing a leaflet a bout the psychotherapy serviceat the Audit meeting in 
Psychotherapy Department at Springfield Hospital whileyou were on placement here in 
October 2009 - September 2010.
W ith best wishes 
Katya
Dr. Katya Golynkina, PhD, M.lnst. Psychoanalysis
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ABSRACT
Introduction: Honour-based violence (HBV) is a long-standing global 
phenomenon. Cultural expectations surrounding gender-roles are thought to 
contribute to its occurrence. This study focused on the South Asian community 
living in the UK. A review of relevant literature identified a need for research 
incorporatingthe views of South Asian women about their experiences of HBV to 
increase understanding of the phenomenon and address the elevated mental 
health concerns amongsuch populations in response to this cultural and familial 
abuse. Existing research remains at a descriptive level and fails to explore the way 
in which survivors make sense of legal and social sanctioning of violence. At 
present there appears to be a gap in exploring survivor experiences of HBV in 
context rather than in isolation, which could help to tailor public services to 
protect and support these women. As such, the current study aimed to explore 
South Asian women's experiences of the system within which they suffered HBV.
Method: A qualitative research design was employed. Semi-structured interviews 
were conducted with five female survivors of South Asian origin of what they 
classified as honour-based violence. Interpretative Phenomenological Analysis 
was used to interpret the data.
Results: Analysis yielded three themes which were 1) "I fe lt coped"; 2) "Get an 
arranged marriage, and that's i t " ;  3) "I just wanted to literally kill myself..." The 
themes represented control, marriage, and psychological impact respectively.
Discussion: This study both supported and challenged previous research in the 
area. It highlighted complex power-relations and more subtle forms of abuse than 
previously explored in HBV research and gave an insight to perpetrator 
perspectives through the lens of the survivor. Findingsallowed the consideration 
of interventions, systemic and otherwise, which could be applied when working 
with both survivors and perpetrators of HBV in South Asian communities in 
Britain, as well as ideas for further research.
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1. INTRODUCTION
1.1 Overview
Within this review, definitions and prevalence data on domestic violence and 
honour-based violence (HBV) in the UK w ill be outlined, and the problems with 
collating accurate data will be discussed. Systemic understandings of HBV w ill be 
explored and gaps in the literature which potentially prevent a fuller 
understanding of HBV highlighted. This will include discussion of the psychological 
impact of HBV on survivors, intimate relationships with consideration to both 
survivor and perpetrator perspectives, and family and community dynamics. 
There w ill be an overview of the wider cultural context including, legal, religious 
and cultural influences, within which HBV against South Asian women is thought 
to thrive. The rationale for the current study is then outlined.
1.2 Method
Search terms were inputted into EBSCO and Web of Science. These included 
'honour' and culturally significant terms including 'izaat' or'shame' in conjunction 
with 'violence' and synonyms including 'abuse' or 'battery'. To focus the search on 
HBV in South Asian communities in the UK, search terms were combined with 
countries or faiths within South Asia such as Indian, Pakistani, Hindu, Islamic. 
Filters were added to include literature from peer-reviewed journals in English, 
since 2000 only. Selected older papers are referenced where they are deemed 
important to further contextualise the experience of South Asian women in 
Britain.
It was considered necessaryto include'grey' non-peer-reviewed and government 
literature due to limitations in the quantity of relevant peer-reviewed journal 
articles. This literature was found by searching similar terms to those above in
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Google Scholar and Google, and searching government agency websites and 
women's organisation websites for relevant papers, policies, reports and articles.
A secondary search was subsequently carried out of appropriate references from 
papers yielded from the first search. Papers were sorted into categories of 
research reflecting the systemic factors that might contribute to an understanding 
of South Asian British women's experiences of HBV.
Domestic violence literature in general was considered as understandings here 
are evidently relevant to HBV. HBV is often perpetrated or condoned by more 
than one member of the immediate or extended family, whereas domestic 
violence is widely understood as being perpetrated by an intimate-partner and 
more implicitly condoned by others. Therefore for the purpose of this research, 
HBV is categorised as a separate type of abuse due to the wider systemic 
involvement from extended family members and communities.
1.3 South Asian Communities
Southern Asia refers to the area covering Afghanistan, Bangladesh, Bhutan, India, 
Iran, Maldives, Nepal, Pakistan and Sri Lanka (UN, 2011). Members of the South 
Asian community may identify with one (or none) of several religions such as 
Sikhism, Islam, Buddhism or Hinduism (Trivedi eto/., 2007). Commonality and 
difference between the individuals is not simply a function of their country of 
origin and/or their religious background, butalso common cultural influences that 
shape theirvalues.
Patel et al. (1996) describe South Asian culture as collectivist in its orientation, 
with an emphasis on extended family, group interdependence and community 
cohesion. Concepts such as honour and shame are prevailing discourses, with
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familial obligations to uphold family honour and to avoid shame. Members of 
South Asian communities have also been described as reluctant to discuss 
personal, physical or mental-health problems outside of their own families 
(Trivedi etal., 2007).
There is a general understanding within existing literature that gender roles are 
'traditional' and fixed. There is an expectation that women are selfless and serve 
their husbands and children within the family home, while men are served and 
provide financially for their families. 'Traditional' values extend to intimate 
relations and dating and sex before marriage, especially for women, are generally 
not accepted (e.g. Inman & Tewari, 2003). There is suggestion that South Asian
women are ' g i v e n a w a y 'more literallytotheirin-lawsfollowingmarriage (Stanko,
1985) and may feel excluded from their family of origin and/or unaccepted by 
their in-laws, potentially leading to experiences of isolation.
1.3.1. Position o f Women in South Asian Communities
The subjugation of women is a common theme in research on South Asian 
communities both within South Asia and within those communities who have 
migrated to western countries. Puri etal. (2011) conducted in-depth interviews 
with 65 migrant South Asian women at prenatal clinics in the United States and 
found that 40% of theirsample had aborted a female fetuse before interviews and 
89% of those carrying a female fetuse subsequently went on to have abortions. 
Participants reported having been socialised around the elevated importance and 
value of sons, and feeling under a significant amount of pressure to produce 
them. Pressures stemmed from worries about raising girls in the western world 
where they fe lt that monitoring the appropriateness of their sexual behaviour
would be difficult, as well as pressuresfromtheir husbands and mother-in-laws to
provide a son or grandson. This may infer that the participants may also feel 
devalued as females, given the relative value placed on males.
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Similar ideas have been reported in South Asian communities within the UK. 
Bhopal (1998) conducted interviews with mothers originating from the Indian 
subcontinent but born and living in the UK. Participants reported that daughter- 
in-laws achievea higherstatus within theirfamily by giving birth to a son, and that 
pregnancy is seen as a natural and immediate result of arranged marriage in 
South Asian culture.
Similarly, Bhopal (1997) cites the tradition of taking dowries in South Asian 
societies as an indication of patriarchal culture and Ahmed etal. (2009) report 
South Asian women as having a subordinate role to men and as answerable to 
their fathers, brothers and husbands; a concept that other authors have 
collectively referred to as 'the three obediences'(Kim etal., 2006). In some cases 
women have been seen to hold more powerful positions within their family 
systems. This is discussed under the sections 'The Systemic Frame' and 'Intimate 
Relationships'.
1.4 Domestic Violence
Domestic violence is currently defined in the UKwithin government services, such 
as the Crown Prosecution Service, the police, and the UK Border Agency as "any 
incident of threatening behaviour, violence or abuse (psychological, physical, 
sexual, financial or emotional) between adults who are or have been intimate 
partners or family members, regardless of gender or sexuality" (2011). This 
includes HBV, female genital mutilation and forced marriage. This current 
definition may be set to change pending consultation from agencies such as The 
British PsychologicalSociety who suggest that it is too broad and that it would be 
more accurate to refer to violence, abuse and controlling behaviours as separate 
entities (BPS, 2012). Distinct definitions would then allow separate assessment 
and more tailored intervention strategies.
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Variations on definitions impact prevalence statistics, which are additionally 
d ifficu ltto  ascertain due to problems with reporting, investigating, and conviction, 
however domestic violence is recognised as a significant problem. Almost one 
million women were documented as experiencing at least one incident of 
domestic abuse in the UK each year and 76 per cent of all domestic violence 
incidents have been reported as repeat incidents (Flatley etal., 2010).
1.5 Honour Based Violence
1.5.1 Definition
This paper is primarily concerned with the concept of honour and its role in 
domestic violence committed against women of South Asian origin. HBV is 
committed when an actual, perceived or potentially immoral behaviour is carried 
out by, in most cases, a female family member which is deemed by other family 
members (usually male) to have breached the honour code of the family and 
community, and caused shame (Ethnic Alcohol Counselling in Hounslow; EACH, 
2009). The concept of upholding honourwithin a community, and protecting this 
through ones own moral behaviour is often referred to as 'izzat/ which translates 
to 'respect' (Gilbert etal., 2004).
Examples of dishonourable behaviours may include refusing an arranged orforced 
marriage, infidelity, flirting, premarital sex, seeking divorce, being raped, or 
becoming pregnant outside of marriage. They can also include more seemingly 
trivial acts of commission or omission seen to fall within the traditional 
expectations of behaviours of South Asian women, such as failing to serve a meal 
(Madek, 2006).
Types of HBV mentioned in the literature include physical or verbal violence, 
female genital mutilation, coercion and emotional blackmail, and the condoning 
of marital rape (Communication ForSocial Change; CFSC, 2010). While violence is
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more often committed against females, forced marriage can also be used to 
control males who are thought to be becoming too western or too delinquent 
(CFSC, 2010).
The honour-based sub-type of violence is reported to distinguish itself from 
western concepts of domestic violence through the inclusion of multiple abusers, 
higher threats of rejection from the extended family, more severe stigmatisation 
of divorced women, forced marriages and a higher threat of murder if  victims 
attempt to leave (EACH, 2009). While HBV is further distinguishable from western 
concepts of domestic violence through the active involvement or collusion from 
members of the extended family and cultural community, it is carried out w ith in  a 
system which often involves close relatives and therefore comes under the 
commonly used definition of domestic violence (Adults' Services, 2011).
In contrast to this proposed distinction, the collusion of families and communities 
in violence against women has been cited as being present in cases of domestic 
violence in more western communities as well. Coker (1999) suggests the 
enforcement of patriarchal power and victim blamingis potentially present in any 
case of domestic violence against women in heterosexual relationships, putting 
the distinctive characteristics of HBV violence into question. Domestic violence 
reports suggest that the culture of patriarchy is prevalent in all cultures where 
violence towards women exits (United Nations Office on Drugs and Crime; 
UNODC, 2011). Whereverthe position of men is elevated in any community, and 
the position of women is lowered, domesticviolence can at some level, be seen to 
be 'accepted' or ignored, as those witness to it are also part of a system where 
there are inequalities in the power individuals hold.
1.5.2 Prevalence
While figures of HBV are difficult to ascertain, it is estimated that 5000 women 
killed in the name of 'honour' are documented each year across Bangladesh,
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Brazil, Ecuador, Egypt, India, Israel, Italy, Jordan, Morocco, Pakistan, Sweden, 
Turkey, Uganda and the United Kingdom (United Nations Population Fund; 
UNFPA, 2010).
Most recent figures collated by the Iranian and Kurdish Women's Rights 
Organisation (IKWRO, 2011) reported 2823 incidents of documented HBV across 
England, Wales, Scotland and Northern Ireland during 2010. It is unclear whether 
these also include so called honour-killings. The information was provided by 39 
out of 52 police forces approached with Freedom of Informatio n requests. Twelve 
of the police forces also provided statistics for 2009, which indicated an overall 
increase in reported crime across the twelve forces of 57% between these two 
time periods. Whether the figures indicate a rise in honour-based crime or an 
increase in reporting is unclear.
1.5.3 Problems with reporting
As mentioned previously, the collation of statistics on domestic violence is 
problematic for a number of reasons. Most sources are self-report data in an 
underreported area. Many survivors are reluctantto report because to do so may 
render them vulnerable to continual or heightened threats to themselves, their 
children, their relatives, or their property (Koss, 2000). For example in an 
American study, 27% of domesticviolence perpetrators arrested re-offended prior 
to their trial being heard (Ford & Regoli, 1998). The role of protection orders in 
the USA to alleviate this hasalso been found to be largely redundant as there has 
been no difference in rates of furtherviolence found between women protected 
by protection orders and those not protected in their experience of subsequent 
violence (Koss, 2000).
Figures for ethnic minority groups are thought to be even more under­
representative and are also under-researched (EACH, 2009). This may be due to 
the tendency for such communities to 'keep things within the family' to protect
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family honour, making it unlikely that they would report such difficulties or take 
part in research studiesthat aim to illuminate such areas. As such, unfortunately 
many cases of HBV only become known about once they have progressed into so- 
called 'honour killings/
In terms of conviction data, in cases of domestic violence, criminal justice system 
workers have been found to be reluctantto proceed with prosecution, more so 
forwom enof ethnic minorities and victims of acquaintance rape (Campbell, 1998; 
Razack, 1998). This may be due to difficulties with providing supporting evide nee 
for such allegations. Perpetrators are known to victims meaning that much of the 
evidence, such as DNAon clothing, may be considered circumstantial. Particularly 
pertinentforHBV, many ethnic minority workers who may have been perceived 
as more able to relate on a cultural level to the plight of survivors, have been 
found to share in the belief system of the perpetrators, leading them to sabotage 
criminal proceedings or victim escape in some reported cases (CFSC, 2010).
Convictions for domestic violence and HBV may also rely heavily on the presence 
of witnesses (Koss, 2000) which can be problematic given that much of the abuse 
is carried out in the home. This is potentially exacerbated in cases of HBV by the 
collusion of family members and at times, the wider community in that there is a 
greater systemic pressure to protect those who have been violent and condone 
this behaviour. During court proceedings, victims may be forced to testify about 
intimate details of relationships. There is also the real fear for women of 
potentially losing their children or raising them alone (Goodman eto/., 1999). 
These potential consequences are additional barriers as such positions may be 
considered particularly shameful in cultures where discourses of shame and 
honour prevail in relation to sexual behaviour and 'traditional' familial positions.
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1.6 The Systemic Frame in HBV
As a lready ind ica ted , a m arked fe a tu re  o f HBV is the  co llus ion  o f e x ten de d  fa m ily  
m em bers and sanction ing  o f such behav iours  from  w id e r com m un ities . T he re fo re  
the  v io lence  does n o t occur in iso la tion  bu t w ith in  a com p lex  system  o f 
re la tionsh ips. Follow ing a b r ie f o rie n ta tio n  to  the  sys te m ic fra m e , d if fe re n t leve ls 
o f system ic in v o lv e m e n t and understand ings o f HBV w ill be discussed. As 
illu s tra te d  in Figure 1, HBV opera tes w ith in  a system  com pris ing  the  in d iv id u a l 
su rv ivor, th e ir  in t im a te  re la tio n sh ip  w ith  th e ir  p a rtne r w h o  may be the  
p e rpe tra to r, th e ir  p e rpe tra to r, and the  fa m ily  system  w ith in  w h ich  va lues are 
tra n sm itte d .T h e se  im p lica tions are in fluenced  by a w id e r  co n te x t w h ich  inc ludes 
cu ltu ra l, legal, p o litica l and re lig ious  facto rs.
Wider
r petrato r N ^  
f  Perspective \
System ic perspectives (e.g. Pallazzoli, 1974; M inuch in , 1974) cons ide r the  w id e r  
co n te x t w ith in  w h ich  a phenom enon  exists and re fu te  th a t any perso n or issue 
exis ts  in iso la tio n . In th e  co n te x t o f v io le n t re la tionsh ips , th e re  is a focus on the  
d o u b le -b in d in g  processes b e tw e en  the  coup le , ex ten de d  fa m ilie s , and 
p ro fess iona l contexts th a t co n s titu te  the  p rob lem  m a in ta in in g  system , as w e ll as 
transactiona l sequences and feedback loops w hich  may be th e  im m e d ia te  cause
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of escalations leading to violence (Goldner et al., 1990). Violence within a family 
system maybe be conceptualised as a solution to another problem, a way of 
communicating distress, resultant of confused or misused power hierarchies, or 
associated with maladaptive beliefs informing family interactions (Fenwick, 2004).
Interventions explore communication within relationships as a whole and the 
emotional motivations behind and responses to difficult interpersonal exchanges. 
Systemic therapy does this by using techniques such as building genograms, 
asking service-users to take each others perspectives, asking circular questions 
which aid them in doingthis, lookingforexceptionsto problematic exchanges and 
exploring scripts that may be formed and passed inter-generationally (Hedges, 
2005).
1.7 Impact of HBV on Survivors
1.7.1 Suicide an d Self Harm
Research by Ku mari (2004) suggests that the incidence of self harm and suicide in 
South Asian women in the UK is higher than in any other group of women. 
Qualitative data also suggests that self harm is a common coping strategy used 
among women of South Asian origin (Chew-Graham et al., 2002). Unwanted 
marriages, prescribed gender roles, changing cultural expectations and 
perceptions of honour, arejustsomeof the pressures within South Asian culture 
which may contribute to this (Chew-Graham et al., 2002; Kumari, 2004). Wilson 
(2006) also cites a lack of control and autonomy as impacting upon a sense of 
worthlessness.
A Dutch study (Van Bergen et al., 2006) supports such suggestions. It found 
Hindustani women of South Asian origin to attempt suicidefourtimes more often 
than other Dutch women. Most at risk were those facing 'contradictory cultural 
norms'and 'overregulation'by their parents, which was hypothesised to prevent
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the development of autonomy. Strict guidance and control by parents were often 
related to the protection of family honour, and the close communities 
conventionally suggested to be protective, were in themselves found to be risky 
because of the level of pressure they placed on women to abide by cultural 
expectations, which the authors suggested stunted their independence and 
caused psychological harm. The under stimulation of self-autonomy and the 
presence of an affection!ess parenting style were suggested to lead to an 
unrewarding life resulting in elevated suicide rates. However, Trivedi etal. (2007) 
suggest that South Asian women of particular faiths may not want or admit to 
wanting to commit suicide as it is against the ir religion, however may have a 
passive wish for their lives to end.
Dysfunctional family relationships have also been found to be damaging for South 
Asian women in the UK. When asked by their general practitioner (GP) for likely 
causes of suicide attempts, 92% of a South Asian sample identified Violence by 
the husband' (Baheno, 1996). Power structures placing men and in-laws in 
authority leadingto the subordination of South Asian women appear to result in 
elevated rates of mental health difficulties such as issues of self-esteem and 
depression, resulting in higher risks of self-harm and suicide (Sonuga-Barke et al., 
1998). It has been suggested that following HBV, suicide is often a preferred 
option to leaving home, being blamed and bringing dishonour and shame to 
themselves ortheirfam ilies (Gilbert eto/., 2004).
1.7.2 Access to mental health services
Pressures such as those to uphold family honour and keep up w ith cultural 
expectations of South Asian communities may account for formal services bei ng 
reportedly accessed at the 'point of desperation' (Ahmed et al., 2009; Chew- 
Graham et al., 2002). Thus more severe mental health problems may result in 
such groups being over-represented in non-voluntary mental health services, 
including inpatient admission under Sections of the Mental Health Act, and under-
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represented in voluntarily accessed services such as out-patient talking therapies 
(Weatherhead & Daiches, 2010). This may have contributed to a lack of evidence 
of the effectiveness of such treatments with ethnic minority communities 
(National Institue of Clinical Excellence; NICE, 2000).
Women from ethnic minorities appearto experience greater difficulties in locating 
the right help and reportedly have to contact 17 agencies before receiving help 
with domestic violence as opposed to 11 for white women (Britton, 2005). 
Reasons forthis lack of uptake have been reported to include lack of information 
or knowledge of specialist services in both service-users and primary care 
professionals (Alexander, 2001); limited or no alternatives to physical treatments; 
misdiagnosis or misunderstanding; feeling ignored or isolated; cultural and 
spiritual needs not being met or understood; language barriers; lack of 
opportunity to have more say in treatments implemented and planning of 
services (Gray, 1999; Kumari, 2004; Rethink, 2007).
For women experiencing HBV, the experience of physical and cultural entrapment 
has also been suggested to be as influential on their use of services as well as 
being detrimental to their mental health (Gilbert etal., 2004). Some may not be 
able to get to the surgery as their actions would be so closely controlled. Some 
may be accompanied by a family member (and potential abuser) for the same 
reason or to helpwith language-barrier issues. Those able to attend alone may be 
fearful of being seen and bringing dishonour to their family (Gilbert etal., 2004).
South Asian communities have been found to be more likely to use Asian 
voluntary organisations as a source of support (Gupta, 1990). Reasons for 
favouring such organisations could vary from the level of accessibility, to a lack of 
relevant referrals to mainstream services. Wilson and MacCarthy (1994) suggest 
that a lack of relevant referrals to talking therapies may be due partly to  South 
Asian people somatising psychological distress. Bhui etal. (2001), however, found
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Punjabi people to report poor concentration and memory and depressive ideas 
rather than somatic symptoms. Such findings tie in with a DoH (2003a) report 
suggesting that ethnic minorities such as the South Asian community are at 
increased risk of GPs not recognising mental health problems or attributing 
presenting problems wrongly. GPs have also been criticised for breaching 
confidentiality and putting women at risk due to not knowing how to handle 
cultural issues (Puri, 2005; Ahmed etal., 2009).
However, the culpability may not lie with mental health professionals alone; many 
South Asian languages have limited vocabularies in terms of describing mental 
illness or domesticviolence (CFSC, 2010) making the language-barrier even more 
pronounced, reducing the ability of South Asian women to access mental health 
services further.
Overall there remain inconsistencies between the mental health needs of South 
Asian women in the UK and the level of uptake of mental health services. This is 
despite the introduction of guidelines, including those developed by the domestic 
violence subgroup of the National Health Service (NHS) (Domesticviolence sub­
group, 2010) for effective psychological interventions for ethnic minority 
communities. Current recommendations include developing more specifically 
tailored psychological interventions for survivors as a part of the Improving Access 
to Psychological Therapies (IAPT) initiative, in addition to providing more 
'outreach' services to survivors. However, a lack of qualitative research with 
service-users means that it  remains difficult to tailor services or reach such 
minority groups effectively.
1.8 Intimate Relationships
When applying a systemic and more holistic perspective to HBV, one might 
consider the relationships between intimate partners or parents outside of the
abusive exchanges. For example theory on domestically violent relationships 
suggests a cyclical process whereby the survivor is abused and the abuse is 
followed by displays of remorse or affection by the perpetrator (also known as 
"aligning actions' or "accounts'; Wolf-Smith & LaRossa, 1992), lulling the survivor 
into a false sense of security. This enables the abuse to take place again as the 
survivoris inadequately prepared to anticipate or preventthis. This is followed by 
similar "accounts' from the perpetrators and forgiveness, hope and attempts to 
trust their abusive partners from the survivor. In a study incorporating in-depth 
interviews with 20 female Jewish Israeli survivors of domestic violence, these 
failed attempts were found to enhance shame, making the victim even more 
vulnerable to the abuser's efforts to seek intimacy, maintaining the cycle of 
violence (Buchbinder& Eisikovits, 2003).
Ahmed eto/. (2009) offers a different notion about what binds a couple together. 
They conducted focus groups with South Asian immigrant women in Toronto and 
found that hope for improvement in the relationship was not driven by love but 
by the women's obligation to keep theirfam ily together. However, while their 
obligation may have been fuelled by the stigma of broken relationships, the 
concepts of love and keeping their families together may be inextricably linked.
In one of few qualitative studies with women of South Asian origin in the UK, Gill 
(2004) conducted interviews with 18 participants about their experiences of 
domesticviolence. While the research appears to lack methodological rigour in its 
analysis of interviews, it does highlight some pertinent themes. One is the 
perceived "positive power" of female survivors to raise family honour as well as to 
bringshame. The elevated likelihood of people from honour-based cultures to be 
more truthful and return favours, also suggests the presence of some positive 
characteristics among these abusive relationships (Leung & Cohen, 2011). Both 
findings act as further examples of the importance of looking at abusive 
relationships holistically.
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Issues related to shame and honour have been cited as reasons for South Asian 
women to remain in abusive relationships. Positive exchanges and the need for 
intimacy and love may also hold couples and wider systems together. This 
remains an even more under-researched area, particularly as the meaning and 
privileging of love may be different cross-culturally.
1.9 Perpetrator Perspectives
In order to understand abusive relationships as a whole, the motivation of the 
offender must also be considered. This may prove difficult, firstly because 
identifyingthe offender may be more complicated than in more western accounts 
of domesticviolence. British South Asian women in Gill's sample (2004) reported 
that it was the mother-in-law who frequently provoked the violence as opposed 
to a male family member. Secondly, Goldner et al. (1990) talk about women in 
violent relationships'casting the first stone' even while putting their own safety at 
risk, makingthe victim-perpetratordistinotion more complicated as both men and 
women in abusive relations hi ps may play a part and their roles may shift between 
victim and perpetrator throughout the relationship.
Goldner et al. (1990) describe acts of domestic violence in American couples as a 
man's attempt to reassert gender difference when the woman is not different 
enough to him. Psychological models of violence tend to differentiate between 
reactive and instrumental violence, however it is more recently acknowledged 
that motivation can simultaneously combine elements of both (Ireland, 2004). 
This appears to be the case for crimes of honour where they appearto be reactive 
in that they are crimes of 'revenge' or 'passion', while being planned and 
controlled in their execution. There appears also to be little  understanding on the 
roles of remorse or empathy in HBV.
Rupinder Johal
Increased understanding here would impact upon interventions as many violence 
reduction programmes aim to increase victim empathy, which is thoughtto be the 
single greatest inhibitor of the development of a propensity to violence (Wave 
Trust, 2005). However, with more instrumental or psychopathic offenders, there 
is some evidence to suggest that this may even be detrimental to rehabilitation. 
Many systemic practitioners may even refuse to work with such offenders (Dallos 
& Vetere, 2009), demonstrating the importance of understanding offenders' 
emotional responses to violence, their relationships with their victims and with 
their past violent behaviour before implementing appropriate interventions.
Furthermore, research suggests that men who commit acts of domestic violence 
fear personal, family and broader social stigma as opposed to criminal 
punishment or job loss (Williams & Hawkins, 1989). Honour-based abusers 
potentially differ here too, as they may not fear the same social stigma because 
their communities may condone the abuse. This may have implications on the 
way in which offending is addressed. Systemictherapy may utilise the presence of 
a 'stable third'such as a community leader or family member in reactive cases of 
domesticviolence tosupportthe couple and vouch for abstinence from violence 
(Dallos & Vetere, 2009). This approach may prove more difficult in cases of HBV 
when family members and community leaders may often be colludi ng with the 
abuse.
Niaz (2003) presents an overview of four theories in effort to explain the 
prevalence and occurrence of domestic violence against women in South Asian 
societies. In summary men are positioned as aggressors, as exploiting already 
weakfemales, as regaining control over progressive women, oras displacing their 
aggression without placing themselves at risk. Niaz comments that regardless of 
the apparent motivation of the male perpetrators, family structures and secret- 
keeping allow the abuse to continue. However, in current qualitative research 
survivor, offender and other systemic perspectives are neglected.
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1.10 Family and Community Systems
1.10.1 Secret-keeping
Another of the characterising features of HBV is the marked exclusion of groups 
such as professional agencies or people from other cultural backgrounds or of 
contradictory values to those within the system of abuse. This level of seclusion 
surrounding already subordinately placed women adds to their vulnerability. The 
power of the abuser can be seen to elevate further as notions such as honour and 
the subordination and abuse of women are kept as 'open secrets' with the 
collusion of others within the wider'system of abuse' (Imber-Black, 2003). Most 
family secrets are thought to reflect societal taboos relating to transgressions of 
social and sexual rules of particular communities. Hence thereare vested interests 
for the family to hide or condone this violence. These are often thought to 
replicate themselves in inter-generationally learned patterns of behaviour (Crago, 
1997).
The sense of shame promotes secret keeping and boundary setting in order to 
tackle or avoid larger systems who may try to find out the content of the secret 
(Imber-Black, 1998). The community and family involvement in HBV demonstrates 
the importance of power systems as opposed to the male-female relationship in 
isolation (Walby, 1990).
1.10.2 Inter-generational Transmission o f Attachment Patterns
Systemicapproachesalsoconsiderattachmentsasfundamental in understanding 
relationships. From birth, individuals seek social contact and form attachments, 
the quality of which w ill later determine their regard for themselves and for 
others (Bowly, 1988) and the way in which they navigate relational issues. 
Patterns of relating are often subsequently passed down through generations.
Goldner et al/s  research (1990) with four heterosexual American couples 
voluntarily seeking psychological treatment, found that behaviours from both 
victims and perpetrators were often driven by a need to connect with their 
parents by being more like them and conforming to the gender premises 
internalised across generations.
Witnessingthe dynamics of abusive relationships growing up is thought to cause 
some children to become desensitised to violence. This may lead to the 
developmentofdistortedviewsaboutresolving conflict and help-seeking, which 
may impacton theirmental health and access to services. Young males may learn 
aggressive styles of conduct and reduced restraint (Browne & Herbert, 1997).
Fikree et al. (2005) interviewed 176 men in Pakistan. 94.9% of their sample 
reported verbally abusing their wives and 49.4% reported physically abusing 
them. Men who reported being abused as children were nearly 5 times more 
likely to physically abuse their wives. Observing violence in the home also 
elevated the risk of perpetrating violence. Koeng et o/.'s quantitative study (2006) 
with a large sample of menfrom North Indiayielded similar findings. Committing 
acts of domesticviolence was associated with 'childishness/ economic pressure, 
and the intergenerationaltransmission of violence. Husbands who had witnessed 
their fathers beating their mothers as children were 4.7 times more likely to 
physically abuse their own wives and Btimes more like lyto sexually coerce them.
This research comes with limitations; both samples consisted of participants 
recruited through voluntary and convenience sampling. Participants may have 
under-reported their use of violence and perhaps offered information about their 
upbringing as a way of 'explaining away' their undesirable behaviours. People 
most likely to self disclose about one aspect of their personal lives may be more
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likelyto divulge other aspects. This may mean that the correlations found in the 
above studies are overstated.
In families where HBV exists, cultural norms of violent behaviour appearto have 
been passed down through generations. As well as families living in South Asian 
countries, some second generation British South Asians born and brought up in 
western societies also appear to remain clear about the expectations of their 
'cultures of origin.' These maybe transmitted by parents through the process of 
'enculturation,' both directly and indirectly through modelling and reinforcement 
(Knight eto/., 1993).
1.11 Wider Context of HBV
The concept of honour is commonly recognised in cultures of South Asian, Middle 
Eastern, and Latin American origin. The attitudes that fuel its symbolic acts are 
often traceable from dyadic relationships to community cultures to broader 
societal and political levels (Imber-Black, 2003). The concept of HBV might usefully 
be located here too as attitudes surrounding the upholding of a man's honour and 
pride and the ability for a women to bring shame to him and his family can be 
traced back to social norms (e.g. Vandello eto/., 2009) and laws in some parts of 
Asia and the Middle-East. This wider systemic frame will now briefly be 
considered.
1.11.1 Legal Issues related to HBV within the UK
The 'No recourse to Public funds rule' in the UK means that government money 
can not be secured to fund the care of women with an unresolved asylum status 
and that these women are also not entitled to claim any benefits (UK Border 
Agency, 2012). Therefore women of this status are often forced to remain in 
abusive relationships due to such issues of financial, social and emotional 
dependency.
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Following Black and Asian women's activism a concession has been made to the 
One Year Rule that migrant women need to be married fora year before applying 
for permanent residency in the UK if they are experiencing domesticviolence. 
However, proof of abuse is needed by way of legal evidence, as medical evidence 
is not considered sufficient (Sharma & Gill, 2010). This may prove difficult due to 
previously outlined problems with reporting. As a positive step forward in 
managing this, a Home Office trial scheme called 'third party reporting' means 
that women can report abuse to shelters that can then pursue a case on their 
behalf.
The Home Office also recognise in their consultation (2011) that "domestic 
violence may be perpetrated by family, extended family members and within 
communities and this can make it even more difficult for victims to speak out 
about the abuse." Following criticism of past procedures in dealing w ith honour­
ed me, which may have placed victims at further risk, the Forced Marriage Unit, a 
specialist service set up by the Home Office, now directs that community and 
family members should not be approached in dealing with such matters. This falls 
under the government's initiative on addressing Violence Against Women and 
Girls (VAWG) in working to wards providing'prevention, provision, and protection' 
against domesticviolence (HM Government, 2009).
The Forced Marriage (Civil Protection) Act of 2007 now provides some legislative 
powerto potential victims of forced marriage or honour-based crimes. However, 
in their interviews with British South Asian men, women and religious/community 
leaders, Gangoli etal. (2006) found that participants deemed the law ineffectual, 
as women would not consider pressing charges against their families. Religious 
leaders in particular pushed for tighter immigration laws, as well as education 
both in schools and for elder members of the community around laws regarding 
forced marriage.
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While laws within the UK do not sanction HBV, there have been some reported 
casesof judges taking'culture into consideration' when sentencing perpetrators 
of honour fuelled killing (IKWRO, 2011).
1.11.2 International Legal Influences in Maintaining HBV
Sections of Pakistani Penal Codes, as well as those of some Middle-Eastern 
countries, have stipulated that violent crimes and murders committed by males 
againstfemales and family members will receive a reduced sentence, particularly 
if they are committed in a state of fury in response to a victim's unlawful act, such 
as adultery (CFSC, 2010; Madek, 2006). Pakistani law also states that if the victim 
orthe victim 'sfamilydropsthe charges then no punishment is issued. Literature 
suggests that families often exercise this right to waive a complaint against 
perpetrators (Madek, 2006), possibly due to family loyalties or a wish to avoid 
punishment and further 'shame.' Given that HBV and honour killings are often 
committed against family members and are often justified by perpetrators by 
claiming that a dishonourable act was committed prior to the killing, the law 
inevitably allows perpetrators of honour crime to avoid maximum penalties and 
provides little  in the way of a deterrent. While steps are being taken to change 
such laws, the bills' terms remain subject to the rights of survivors and their 
families to withdraw complaints (Madek, 2006).
Furthermore, an estimated 50 to 60 women in Pakistan each year are sent to 
prison forthe ir'ow n protection' againstfamily members who may have offended 
against them and only released once a male family member guarantees their 
safety. As many of these women are thought to have brought dishonour to their 
families, they are often never guaranteed this or released (Madek, 2006).
While the payment of a dowry has been illegal in India since 1961, the practice 
remains common. In 2009 the Indian police calculated that the total number of
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dowry-related killings amounted to 9,650 (UNODC, 2011). These occur when the 
in-laws of anewbride kill heriftheyare unsatisfied with her rather than send her 
back to her parents with the dowry, enabling them to retain the money. The 
Indian governmentalso passed legislation in 1994 and 2003 prohibitingthe use of 
sex-selective abortions, although this is also widely thoughtto have continued 
(Puri etal., 2011).
Despite the role of legislation being to protect society, the legal positions outlined 
above indicate that women both in the UK and abroad are not sufficiently 
protected from HBV. Many perpetrators of HBV may have originated in countries 
where it is condoned, which may strengthen the belief that the violence is 
acceptable. Some South Asian women in Britain may be taken back to their 
countries oforigin before experiencing HBV, with little in the way of a deterrent 
fo rthe ir perpetrators.
1.11.3 Religious Influences on HBV
The role of religion in sanctioning abuse against women is a contentious issue. It 
has, on occasion, been used to justify violence; however this is thought to be 
through misinterpretation of religious scripts. Some evidence suggests honour 
killings are more prevalent in cultures that follow Islam, however nothing in the 
Quran (Holy book of Islam) reportedly condones it (Madek, 2006). British South 
Asians in Dwyer's qualitative study (2000) suggested that it is South Asian culture 
and not religion exclusively that oppresses women.
Regardless of whether religious leaders directly sanction HBV, their reluctance in 
the UK to grant divorces may impact upon prolonged abuse and lack of support 
that is available to survivors. Within South Asian cultures, elevated importance is 
reportedly placed on religious weddings as opposed to the legal part of the 
marriage. As such, many women are not legally considered married in the UK and
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unable to file for divorce or receive any financial payouts (CFCS, 2010). Since no 
one religion has explicitly supported HBV, it seems likely that misinterpretations 
of religion more generally may be influential in condoning violence towards 
women in South Asian communities.
1.11.4 Acculturation and Identity Conflict
Identity conflict is a noteworthytheme in existing literature when considering the 
experiences of South Asian women and theirfamilies in the UK. Research suggests 
that a larger difference between natal (South Asian) and new (British) culture 
leadsto higher stress levels (e.g. Thomas, 1995). Becoming bi-cultural is thought 
to be most psychologically adaptive. Farver eto/., (2002) found that rejecting both 
cultures or identifying only with their natal culture led South Asian parents to 
experience more conflict with their children. A smalleracculturation gap between 
adolescents and their parents was found to lessen anxiety and conflict within 
families.
This may be problematicas South Asian migrant women move to a culture within 
which different value sets operatealongside those of their origins (Inman, 2006), 
such as the western values of independence and separate identities (Sue et al., 
1998) and practices such as dating, premarital sexual relations and love as a 
prerequisite for marriage (Lindsey, 1994). Issues of shame are thought to be 
amplified for migrant South Asian women in western countries. For example, 
having an intimate relationship with a man of a different culture is considered 
even more shameful than an intimate relationship with a man of the same 
culture, and is more likelyto occur in a country such as England where the ethnic 
mix of residents is diverse in comparison to South Asian countries (Meetoo & 
Mirza, 2007).
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Dwyer (2000) carried out iinterviews with two groups of British South Asian girls of 
Muslim faith, aged 16 to 18 in London (n = 49). Participants reported wanting to 
be considered both British and Asian but often fee ling as though others were not 
tolerant of this. For instance, they reported that their parents fe lt that to be 
British was to deny their heritage and that other British people took British to be 
synonymous with 'Englishness' or 'Whiteness', leading them to feel excluded. 
Patriarchal gender relations were often reportedly reinforced by young men in 
order to legitimise their authority where they might otherwise feel racially 
marginalised. Many participants called Pakistan 'home' and Dwyer suggests that 
thiswas through feeling excluded from having a British home and feeling a need 
to geographically fix their identity.
Participants acknowledged differences in opinions between themselves and their 
parents about marriage partners, but also wanted to challenge stereotypes that 
all young British Muslim women are victims of oppressive parents and unhappy 
arranged marriages. They also wanted to challenge binary options with regards to 
their dress and attempted to create alternative 'hybrid' identities.
Despite the paucity of research with members of South Asian communities about 
theirculture, that which there is reveals 'rules' at social, legal, cultural and even 
potentially religious levels. The implicit nature of some of these rules and the 
concerns around shame may make this population more difficultto reach to build 
on this knowledge base. Also, if dominant discourses within South Asian 
communities are not considered as prevalent in dominant 'white' culture, they 
may be under-recognised or under-valued as worthy of research.
1.12 Summary of Important Issues
In summary, a need for research incorporating the views of South Asian women 
about their experiences of HBV has been identified to both help understand the
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phenomenon and address the elevated mental health concerns among such 
populations in response to this cultural and familial abuse. Existing research 
outlines these needs and touches on the potential processes in operation but 
remains at a more descriptive and statistical level. It fails to explore the way in 
which survivors make sense of legal and social sanctioning of violence. It also 
neglectsthesystemicinfluencesfromthe survivor's perspective, both the positive 
and negative aspects of the intimate-partner and familial relationships, how 
secrecy and shame operate within their systems, and the communicative 
framework within which this all occurs. At present there appears to be a gap in 
exploring survivor experiences of HBV in context rather than in isolation. 
Government efforts to protect women againstgender-based violence are stunted 
by a lack of understanding and recommendations frequently suggest a need for 
more research with this service-user group in order to tailor public services to 
protect and support these women.
1.13 Current Study
The current study aims to explore South Asian women's experiences of the system 
within which they have suffered HBV. In the light of existing research, this study 
w ill lim it its use of questions eliciting descriptive answers about characteristics o f 
the abuse but focuses on the relationships between the people involved, for 
example, the potentially volatile relationship between inti mate-partners, the 
secret keeping and collusion on the part of the extended family, the survivors' 
reported ability to relate to others both in the past, present and future in light of 
factors such as shame and honour. The research aims to use questions and 
techniques often utilised in systemic therapy settings to explore relationships to 
add to the understanding of HBV and the system within which is exists.
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2. METHODOLOGY
2.1 Overview
The research design for this study was qualitative. Interviews were conducted 
with 5 South Asian women and analysed using Interpretative Phenomenological 
Analysis (IPA).The rationalefor using this design, details relati ng to participants, 
the data-collection procedure and the analytic process are discussed below.
2.2 Rationale
2.2.1 Qualitative Approach
A qualitative approach was used to gain a rich level of information about an 
under-researched area, while avoiding the constraints of quantitative methods. 
Qualitative methods enable new understandings of experiences and processes 
(Harper & Thompson, 2012) by allowing participants to express their own 
perceptions of experiences in their own way (Henwood & Pidgeon, 1992). Since 
this research sought to explore the meanings South Asian women made of their 
subjective experiences of HBV, it was important to allow participants the flexibility 
to convey these as they perceived them.
2.2.2 Interpretative Phenomenological Analysis
IPA is based on a critical realist epistemological position, in that the existence of 
the physical world is acknowledged, while subjective awareness of the world is 
central to the creation of scientific knowledge (Clark & Fast, 2008). It is concerned 
with a person's lived experience which is of particular significance. The experience 
is interpreted as an individual but exists in relation to their involvement in the 
lived world ratherthan in isolation (Smith et a i, 2009). Forthis reason IPA fits well 
with the systemic underpinning of this study, which looks at the participants' 
subjective meaning-making of lived experiences in the context of their 
communities and 'lived worlds.'
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IRA's processes include moving from the particular to the shared (inductive) and 
from the descriptive to the interpretative. Its principles include a focus on 
participants' points of view and a psychological focus on meaning-making. Within 
IPA, people's experiences are thought to be subjective and the researcher's 
attempt to make meaning of their experiences is interpretative. Therefore, the 
researcher's own subjective reality is also paramount in the interpretative process 
(Willig, 2008). Recognizing the position of the researcher and the process of 
interpretation places participants' accounts in broader social, cultural and 
theoretical contexts, which is particularly important given the systemic lens 
through which this research was conducted (Larkin et a i, 2006).
Unlike the qualitative approach of Grounded Theory, IPA does notseekto explain 
a particular phenomenon, butaimsto provide instead rich accounts of subjective 
experiences of that phenomenon, meaningthat smaller sample sizes are feasible 
(Smith et al., 2009). IPA also has a wider focus than the language used to explain 
subjective experiences, making it distinctive from Narrative Analysis. By assuming 
a link between spoken language and cognition it enables the meanings of what 
participants report to be more readily acceptable as reflective of their 
experiences, as opposed to being considered as 'stories' about their experiences. 
For these reasons, IPA was considered most suitable forth is (Willig, 2008). The 
chosen approach is also congruent with NHS best practice for service-user 
involvement (Brockie & Wearden, 2006).
2.3 Participants
2.3.1 Sampling
Purposive sampling was employed to recruit a homogeneous group for whom the 
research questions were relevant (Smith & Osborn, 2003). A central inclusion 
criterion for the sample was that participants had to be women of South Asian 
origin and survivors of abusive relationships that they identified as being inclusive 
of HBV. Participants had to be over 18 years of age and able to communicate with
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the researcher in English, Punjabi or Hindi or through the use of an interpreter if 
they wished. A final criterion wasthe psychological well-being of the participants; 
they needed to be able to communicate their experiences without it becoming 
unduly overwhelming or elevating risks to them or to the researcher (see 'Ethical 
Considerations').
Demographicinformation about the participants recruited is presented inTable 1. 
The sample size achieved was five, in line with Smith eta l/s  (2009) suggestion of 
between four and ten participants for IPA research projects done as part of a 
professional doctorate. Reid et ol. (2005) advocate that fewer participants 
examined at a greater depth is preferableto shallow descriptive analysis of many 
participant transcripts. The sample for this study was particularly difficult to 
access due to the protected nature of the organisations approached and the 
vulnerability of the women. It was anticipated that there could be an 
understandable reluctance to talk about experiences of abuse for reasons 
including their current psychological vulnerability post-trauma as well as the 
potential for further abuse if their identity or location were to become known. 
Access to participants was complicated further by the cultural group of the 
sample, with research suggesting that members of the South Asian community 
are reluctant to talk to professionals, including researchers, about their life 
experiences (Trivedi etal., 2007). With consideration of these limitations, and the 
guidance outlined by Smith et o/. (2009) and Reid et o/. (2005), it was decided that 
the sample size achieved was sufficient for this study.
Table 1. Participant Demographic Information
I •: i '  i t ; « 11 i i 
'  - 1. - ,  i  i « i , - 1 ? i
; *  i r - v '
Jas 26-30 Islam | Pakistan MSc
1 Rehma 31-35 Islam | Pakistan 1 BA
I Seema 26-30 Hindu y in d ia ™ ™ | BA
1 Bejal Under20 Islam | England I A Level
Nadia 21-25 Islam | England j A Level
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2.3.2 Recruitment
The women were recruited with the help of several UK organisations for ethnic 
minority women at risk of or fleeing from situations of 'domesticviolence.' Such 
organisations provide accommodation, advocacy, counselling and practical 
support for vulnerable women at risk of further domestic violence. Organisations 
within a commutable distance to the researcher were contacted. Those who 
reported working with women who had experienced HBV were asked for their 
assistance in identifying suitable participants who fitted the inclusion criteria. In 
orderto assist this process, posters and participant information sheets (Appendix 
A&B) were sent and hand-delivered to organisations so that they could be 
displayed or made available to potential participants. Interviews were set up 
through key-workers or through contact by participant.
2.4 Procedure
2.4.1 Data Collection
Interviews were carried out one-to-one due to the sensitivity of material being 
discussed and conducted in participant homes or offices of the recruiting 
organisations. The researcher assessed the level of risk to herself and the 
participant before conducting interviews away from offices, and this was only 
done when participants were living in a safe environment away from perpetrators 
of HBV. Advice was taken from key-workers who knew the participant well before 
doing this. In all instances, appropriate staff and the research supervisor were 
informed of the date, location, start and anticipated finish times of interviews, 
and contacted once interviews had finished.
2.4.2 Development o f Interview Schedule
The use of se mi-structured interviews ensured flexib ility by allowing the 
re se archer to follow-up interesting and important issues in real-time and allowing 
unanticipated themes to emerge during data collection and analysis (Smith, 2004).
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The topic area of this research required an elevated level of sensitivity as research 
participants had significant potential of becoming distressed during data 
collection. The interviewing process was thought to be able to minimise distress 
through the use of sensitivequestioningand a collaborative researcher style (Bser 
&Twamley, 1999).)
The interview schedule (Appendix C) was developed in collaboration with the 
research supervisor who is a clinical psychologist (experienced in qualitative 
research and also works with survivors of trauma including domesticviolence), 
and a professor at University of Surrey who is also a clinical psychologist, 
experienced qualitative researcher and systemic practitioner. The schedule was 
edited through the drafting process to include 10 main questions with additional 
prompts and probes (Smith etal., 2009).
The interview schedulewas drafted in orderto focus questions and cover material 
that previous research has neglected. This included questions about the 
participants' experiences of their relationships with their perpetrators and 
communicative frameworks within the family systems, and cultural and familial 
attitudes towards women and abuse. The technique of funnelling was used so 
that participants could be eased in before focusing on more specific and 
potentially more sensitive areas and then moving on to wrap ping up the interview 
(Smith et al., 2009). Questions moved from asking questions that were more 
descriptive to ones that were more evaluative. Open questions gave participants 
some control over what they brought to the interview. Their contributions were 
focused by the researcher's subsequent use of prompts. The interview was 
referred to as a guide ratherthan a script, although the researchertook a stronger 
role in guiding participants who had difficulty with English.
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2.4.3 Conducting Interviews
The interviews began with a sensitive acknowledgement of the participants' 
history, difficulties and thanks fortheirwillingness to take part. Participants were 
then briefed about the study, limits of confidentiality, anonymity, and consent 
procedures (Appendix D).
Interviews lasted between 46 and 105 minutes. Participants were given an 
opportunity to ask questions or make comments at the end and were debriefed 
so that they might feel as comfortable as possible leaving the interview. In line 
with the Surrey and Borders Partnership NHS Foundation Trust Lone Worker 
Policy (2009) and the British Psychological Society Code of Ethics and Conduct 
(2009) and inagreementwiththe recruiting organisations, if  anything suggesting 
any imminent risk to the participant or any other person was disclosed, it would 
have been discussed with the research supervisor and reported to the relevant 
parties.
All five interviews were audio-recorded following written consent from the 
participants. Interviews were transcribed by the lead researcher verbatim on a 
secure personal computer in line with data protection guidelines (1998). All 
names and identifiable information were changed at this stage to protect the 
participants' identity.
2.5 Ethical Considerations
The main ethical concerns for this project were the potential ongoing risks to 
participants from the perpetrators of HBV, the potential risks to the researcher 
from the perpetrators of HBV and the distress that could be caused to both 
participants and researcher by discussi ng traumatic material.
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A risk assessment was completed for each participant in conjunction with staff 
from the recruiting organisations and the research supervisor, with reference to 
professional guidelines and organisational policies (Appendix E). As we II as safety 
and data protection procedures outlined in above sections, participants were also 
offered the use of a 'safe word' which could be used to terminate the interview 
without any further questioningand the option of having someone they trusted, 
such as a staff memberfrom the recruiting organisation, present in the interview.
It was also decided that a maximum of two interviews would be conducted in a 
day with an appropriate break in between to prevent the researcher from 
becoming overwhelmed. The researcher was also encouraged to reflect on the 
interviews duringsupervision and make use of other identified support networks. 
Self-disclosure was also discussed with the research supervisor and the 
importance of keeping both participant and researcher identities safe was 
discussed priorto commencing interviews. University logos were removed from 
all participant information in orderto aid keeping the researcher's identity safe.
As the researcher is South Asian, the possibility that the researcher's own 
community might pose a threat if they were to come to know about the research 
was also discussed. While it was decided that this was not a current concern, as 
the researcher's family were supportive of her research interests and clinical 
training, like other risks, this was considered dynamic and monitored throughout 
the research process.
The above concerns and plans to resolve them were included in an application to 
the University of Surrey Faculty of Arts and Human Sciences Ethics Committee for 
Ethical Approval of the study, with supporting documentation. Ethical approval 
was received on 24th January 2012 (Appendix F) prior to starting participant 
recruitment. The conditions of the ethics panel were to discuss in supervision if 
there was any need to keep interview recordings following transcription and to
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further consider protecting the identity of participants. As such, names of places 
and dates were omitted during the transcribing process, as well as names of 
individuals.
2.6 Analytic Procedure
2.6.1 Process
Following interviews and prior to analysis, thoughts and feelings about each 
interview were noted. This was done so that the focus of the analysis remained on 
the transcripts and not of the interview experience.
Followingthe transcription of the first interview, several detailed readings were 
carried out while listening to the audio recording so that the researcher could 
familiarise herself with the data, as suggested by Smith etol. (2009). While doing 
so, sentence fragments were highlighted that appeared to indicate significant 
experiences, thoughts orfeeiings in relation to the participant's meaning-making 
of their experience of relationships where HBV had occurred.
Initial notes were made in the left-hand margin, concerning the content of what 
was beingsaid but also moved onto include comments on the language used and 
finally included more conceptual researcherinterpretations of the content (Smith 
etal., 2009). In other words, the researcher's focus gradually shifted from whatto  
howto why (Appendix G).
The comments were then clustered into themes representing re-emerging ideas 
or those interpreted as significant by researcher. When looking for themes, the 
researcher considered the frequency oftypes of comments, their relatedness, and 
theirfunction within the interview. In keeping with the systemic underpinning of 
this study, each extract was considered both in isolation but also in context of the
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interview. The themes were then organised into a table which included the 
themes and their corresponding extracts (Smith etal., 2009).
These steps were repeated for each transcript before themes were considered 
that could be applied across all transcripts. lndoingthis,the researcher looked for 
connections between individual themes, what appeared most potent, most 
frequent, and how a theme in one transcript might illuminate or explain 
something in another. The emergent themes were then refined and organised 
into themes and sub-themes that could be applied across all transcripts.
Although a review ofexisting literature outlined the previous findings of research 
in similarareas, they were not intentionally used to influence the analysis. IPA is 
solely directed by participant accounts and subsequent researcher 
interpretations. The interpretation of each quote analysed was based on close 
readings of the extract, and was helped by placing the extract in context of the 
entire transcript. It was informed by an interest in how the women made sense of 
theirexperiences and the thoughts and feelings they may have had, without the 
influence of any formal theoretical position (Smith etal., 2009). In this case, due 
to the focus of the questions asked, participants talked about systems and 
relationships. As a result, their responses lent themselves well to a general 
systemic understanding of their difficulties without imposing any strict models on 
the interpretation.
Credibility checks were conducted in line with recommendations by Elliot etal., 
(1999). The researcher attempted to clearly differentiate between the interplay of 
description and interpretation throughout the analytic process. Interpretations 
were grounded in examples and annotated with reflections, such that the reader 
could track the process of theirthinking. The analysis was pre sented as clearly and 
coherently as possible in orderto resonate with the reader.
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Smith et al., (2009) also recommend conducting an independent audit to ensure 
the validity of interpretations and themes reached. Consequently, transcripts 
were given to an independent person (a Psychiatrist at the researcher's work- 
placement) for analysis. The Psychiatrist had some previous research experience 
and was well-read on IPA. She independently coded two transcripts and 
subsequently compared interpretations with the lead-researcher before finalising 
themes. The research-supervisor also read every transcript and reviewed each 
stage of coding with the lead-researcher. Undergoingthis process with two white- 
British females allowed the researcher to further acknowledge where her own 
background may have been influencing her interpretations by taking some 
cultural practices for granted. Transcripts were not returned to participants as 
part of the audit process as it was fe ltthatth is  would place the participants' views 
at the centre of the research as opposed to the researcher's interpretations 
(Me y rick, 2006).
2.6.2 Position o f Researcher
IPA methodology rests on an interplay between participant and researcher. It is 
therefore crucial that the researcher is aware of their own position with respect 
to the research and the research participants (Smith & Osborn, 2003). Priorto 
participant recruitment, I took part in a bracketing exercise (Ahern, 1999) to help 
to identify some of my assumptions and beliefs before the research. My position 
was reflected upon in supervision throughout the research process.
My position is that of a British-born female in her late twenties of South Asian 
origin. I am a trainee clinical psychologist and as such I am interested in 
psychological distress and how to alleviate it. However, I have experienced 
difficulty in discussing such ideas with non-English speaking relatives due to 
language barriers and different cultural understandings of psychological w e ll­
being and support-systems to those I have encountered in my clinical training. For 
example, the notion of keeping difficulties to yourself, or at-least within the
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family, ratherthan seeking widersupport, and dichotomous thinking about one's 
mind or brain as being 'well' or 'broken' as opposed to seeing mental well-being 
along a continuum, incorporating bio-psycho-social factors.
I recognise that my interest in this topicarea was partiallyfuelled by my tendency 
to want to 'rescue' people. I was aware of the potential forth is need to become 
activated throughout the data collection process. I imagined I might be more 
likely to position the women I spoke to as in need of rescuing, and minimise their 
potential roles in their abusive experiences. This was important to acknowledge as 
I would be approaching this study as a researcher rather than a clinician carrying 
out a psychological assessment. My position would be independent and impartial 
and I would not be able to offer any intervention. Conversely my ability to 
empathise may have become compromised by speaking with participants who 
might justify or explain away the abuse they had survived, due to my unease with 
views that condone violence towards women, especially when expressed by 
women themselves.
My experience ofworking in forensic settings meant that I am often approaching 
perpetrators as service-users, survivors orvictims. This perspective needed to be 
put aside during data collection as it may have influenced the way in which I 
positioned participants and their perpetrators. However it remained important to 
consider that violence may be a manifestation of early trauma when thinking 
systemically about the abusive relationships.
I am in a loving relationship and value the bond my partner and I share. We would 
pursue marriage because of ourdesire to be together, rather than an expectation 
to be married. This differs to some South Asian views of relationships, which in 
many cases would be frowned upon or forbidden before marriage. Within such 
cultures and indeed within my own community, marriage may be entered into 
with a 'suitable' partner, often introduced byelders.Whilethe participants would
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not know about my relationships status, our understandings of love may differ, or 
at least our opportunities to pursue loving relationships before marriage m ight
Participants might know of me that I am nearing the end of doctoral training. I 
wondered then if they might see me as strong and driven, and someone that they 
could either aspire to be like, or equally resent or hold conflicting views to. As I 
present as approachable in my work, and because of some previous experience of 
this, I wondered if  some women may want to connect with me. This might be 
through trying to find common ground and asking me questions about my 
background. As a result, I thoughtvery carefully with my supervisor about how I 
might handle such questioning and about how much about myself I was willing to 
disclose. Through this I attempted to achieve a greater level of safety for myself 
by limitingmy level of disclosure. Discussingthis priorto the interviews helped to 
prepare me for such questions and built my confidence in what I was and was not 
w illingto share. This was also important in preventing participants from tailoring 
their answers to f it  with their understa nding of my experiences or expectations of 
them. My experience in working in forensic settings and within a psychodynamic 
approach, had prepared me well for presenting as boundaried and warm.
I have had to think carefully about what I have fe lt comfortable in sharing with 
respect to my position and personal experiences. This process has highlighted to 
me the impact of values transmitted through generations within my community 
concerningshame and honour. I have carefully considered protecting my family, 
and my own level of comfort with regards to self-disclosure, and while I have 
reflected on the impact of important values and experiences within supervision, I 
have decided against speaking about some of those here. Reaching this decision, 
enabled me to fully appreciate the gravity of what I was asking the participants to 
do; share openly with a stranger extremely personal experiences, when they 
potentially, like me, may have been 'conditioned' through the intergenerational 
transmission of values,to keep difficulties undisclosed and protect family honour.
Rupinder Johal
I was frequently reminded of how vulnerable and reluctant to speak about their 
experiences participants were by staff at the shelters. I hoped my ability to build 
rapport with service-users would bode well form e in conducting this study.
Rupinder Johal
3. RESULTS
3.1 Overview of Themes
Three themes emerged through analysis of transcripts, which represented the 
experiences of the five participants, who had experienced HBV within a South 
Asian community in Britain. The three themes were 1) "I fe lt caged” ; 2) "Get an 
arranged marriage, and that's i t ” ; 3) "I just wanted to literally kill myself..." The 
themesrepresentcontrol, marriage, and psychological impact respectively. Each 
theme has corresponding sub-themes which can be understood as 'branches' of 
the theme. These are presented in Table 2 and discussed using quotations from 
transcripts to illustrate each. While each theme represents separate issues, all 
themes share inevitable overlap.
Table 2. Summa ryofThemesa ndSub-Themes
Themes | Sub-Themes
3.2 Overview of Participants' Contexts
To aid interpretation for the reader, a summary of participants' contexts is 
presented in Table 3.
i. Power
ii. Abuse
iii. Secrecy
i. Expectations of Marriage
ii. Meaning of Love and Marrie
iii. Rol e of Sex
iv. Marriageas Protecting Hone
i. Impact on Psychological We
ii. Journey of Cha nge a nd Detei
iii. Value of External Support
2: "Get an arranged marriage, and that's it.1
3: "I wanted to just literally kill myself..
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Table 3. Summa ryof Pa rticipants'Contexts
Types of Abuse | Other fam ily /supportHousehold at 
time of HBV Perpetrators in 
order of 
influence
at time
•  Husband
• Mother-in- 
law
• Father-in- 
law
Sister-in- 
law
•  Sister-in-law  
Father-in-law
• Mother-in- 
law
• Husband
• Controlled 
movements 
and phone 
calls
• Emotional 
abuse
Familyoforiginin  
South Asia 
Limited support 
from a cousin in 
Britain
Rehma •  Husband
•  Mother-in- 
law
• Sister-in- 
laws
Mother-m 
law
Husband 
Sister-in-law
Controlled 
movements 
and phone 
calls
Cancelled 
visa
Emotional 
abuse 
Financial 
abuse 
Physical 
abuse 
Sexual 
coercion 
•  Threat to 
cancel visa
Siblings in other 
cities in Britain 
Parents in 
South Asia
Familyof origin 
in South Asia
• Husband Husband 
Sister-in-law
Seema
Mother 
•  Elder siblings
Threat of 
forced- 
marriage 
Control over 
movements 
Emotional 
abuse 
Forced
marriageand 
condoned 
physical and 
sexual abuse 
of sibling 
Organised 
sexual abuse 
•  Threat of 
forced 
marriage 
Emotional 
abuse
Friends• Mother
•  Father
•  Brothers
•  Sisters
Sister-in-law 
Elder brother 
Father
(although not 
explicitly 
HBV)
FriendsNadia •  Mother 
Father
• Brothers
• Sister-in 
aw
• Sisters
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3.3 Theme One: "I fe lt caged.”
The first theme centred on the experiences of control and of being controlled 
within participants' abusive relationships. Control was exercised in many ways by 
and over different members of participants' systems. The theme encompassed 
three sub-themes which were (i) Power; (ii) Abuse; (iii) Secrecy.
3.3.1. Power
All participants described relationships within their families whereby power was 
exercised through explicit acts of abuse and through implicit understandings of 
hierarchies. For many of the women, other women within their households were 
seen as having powerful positions withinthe family. In the following description, 
the value of female family members is suggested as 'all the value in the world'. 
Rehma compares this with that of other women, including herself, who she 
describes as not respected by her in-laws. This gap between the value ascribed to 
each group of women is highlighted further by counterpointing this position and 
stating that the other women might be important to someone else as a daughter 
ora sister. This highlights that whilethey may be someone to others, they are still 
seen as no one by Rehma's in-laws. The example suggests a process of 
devaluation by other women in the family system, experienced by participants.
The women of their own house, as in the mother or the 
sister, had all the value in the world but the women of, you 
know, someone else like someone else's daughter, someone 
else's sister, they didn't really, you know, they had no 
respect for them. (Rehma)
The power of these 'other' women was sometimes presented as something held 
over some of the men in the households, who were presented as behaving 
differently in the presence ofthe ir mothers. Some mother-in-laws had a positive 
impact on the way in which participants were treated by their husbands and in­
laws, while others less so:
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My mother-in-law lived with us, [...] she died then my 
husband changed his behaviour [for the worse]. (Seema)
I went to Pakistan, after a fe w -a  couple of days, he started 
emailing me; T m  not strong enough to stand against my 
mother and I can't do this." (Rehma)
By commenting on his fe lt weakness, Rehma's husband highlights his mother's 
relative strength, again clearly positioning her as powerful, and him as feeling 
unable to contest her. He tells Rehma this in an email, possibly suggesting that he 
fe lt unable to say this in person while she was living with him. This is 
corroborated in other parts of the transcript where Rehma talked about her 
husband's ambivalence regarding his family's treatment of her and the pressure 
placed on him by his mother.
In some cases the powerful role of the mother in the household was understood 
to sabotage any opportunity for love to blossom between a son and his wife:
As far as I knew for them, love and relationships meant 'love 
for mother, love for mother, love for mother.' That's it.
(Rehma)
Some participants talked about a level of competitiveness on the part of other 
women in the household to maintain their roles at the top of the family hierarchy:
When I show the interest in all the things they [mother-in- 
law and sister-in-laws] get jealous, they never saw to in 
front of me anyone go up [they had not experienced women 
within the family achieving]. The main main reason is this.
(Jas)
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All participants positioned their faith and cultural background as a powerful 
influenceintheirdecision making. Like otherwomeninthe sample, while denying 
her ex-husband a divorce, Seema exercised some power over their relationship 
status. Seema may not have realised this, as her motivation was fuelled by her 
adherence to valued, and powerful, cultural norms. She was evidently vulnerable 
and fearful of either abuse from her husband or her community's response to 
divorce. Both Seema and her ex-husband appeared to have fe lt powerless at 
times within their relationship. Her ex-husband used physical violence to regain 
power, leadingSeema's experience of power within the relationship to decrease.
[Y]ou know every time I follow Hindu culture then it's, it's 
very big, you know, decision for me to give him divorce, 
then I said "no I don't want to give you divorce," then he 
start beating me. (Seema)
Many of the women spoke about instances within their abusive relationships 
where their partnerwould apologise orexcuse his actions. In some instances the 
women received compliments which they found confusing. A position of 
uncertainty was suggested by participants for the perpetrators of the HBV. The 
following extracts highlight that, like participants, perpetrators may have fe lt 
confused about their marital relationships and how best to navigate their way 
through them, as well as experiencing pressure from their families to adhere to 
powerful cultural or familial expectations.
One time he met me and he speak "you were right, people 
do too much talking and what you did you did good and I'm 
sorry I was only thinking of myself and whatever my mum 
and my sister said I just followed them people, I followed 
them." (Jas)
When he drunk, then he said to me I am better from him, I 
am, because he's [inaudible], then he said "you are better, 
you have a better degree and you are more beautiful than
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me" [...] I got confused, because sometime he said "you are 
not my type of girl, you are not, your skin is not good, you 
are not beautiful." (Seema)
Feelings of uncertainty were reportedly experienced beyond intimate partner 
relationships. Some participants suggested that the entire family at times sought 
escape from the abusive situation. This suggests that even the perpetrators were 
potentially uncomfortable with what was occurring in the home, or perhaps that 
they were motivated to portray a functional family image to others, possibly due 
to cultural pressures to appear cohesive as a family. Such instances may have 
engendered hope for the participants that their situations could change.
Sometimes as a whole family we would go out to places 
which was, sort of, our way of just leaving all the problems 
behind just for that one day. (Bejal)
Otherwomen talked about the powerful implications of HBV on the wider family. 
For example, for women who married within theirclose community, theirdecision 
to divorce after experiencing HBV meant that the entire extended family would 
become distanced.
I was not only thinking about my husband, I was thinking 
only two families, they gonna be break up the whole life.
(Jas)
Some participants reported experiencing a degree of power through their 
knowledge oftheir perpetrators' potential to harm them. In the following extract, 
Bejal explains how her mother's awareness of this increased Bejal's sense of 
powerfurther by invoking fear in herthat Bejal might leave. The fact that this was 
a very real opportunity for Bejal previously increased her sense of power even
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further. However, like other participants Bejal expressed feeling 'bad' about 
leaving, indicating some level of guilt or ambivalence.
Some people would think that because she is your mum she 
wouldn't do those things, but because I knew she would, I 
think she fe lt a bit scared that I might leave because I was 
offered to leave home when I was fourteen but I refused...
[...]...! think I just fe lt bad... (Bejal)
Otherwomen experienced feeling betrayed by their families. Nadia reflected on 
how much she trusted her family of origin and her unawareness that they might 
betray her. She implied merely by them being close by that she was invincible, 
indicatingthem as both powerful and able to instil power in her. These were her 
thoughts moments before, as Nadia believed, her elder brother's wife arranged 
for her to be raped by an acquaintance as an act of revenge against Nadia for 
exposing her affair with Nadia's younger brother.
I thought "my family is downstairs and they brought me 
here and nothing could go wrong". (Nadia)
Unlike in some other participants' families, the daughter-in-law (Nadia's sister-in- 
law) became positioned as more powerful than the daughters, despite her affair, 
perhaps as she continued to protect her marriage, the significance of which is
explored under 'Theme Two.'
3.3.2. Abuse
This sub-theme encompasses the types of abuse used to exercise control over the 
participants. As suggested by the previous sub-theme, many of the women fe lt 
trapped and powerless:
I fe lt cogecf. (Rehma)
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Women like Rehma were also controlled through restricting their movements in 
and out of the country. Rehma's husband had cancelled Rehma's visa as she tried 
to re-enter the country after visiting her country of origin. She was arguably at her 
most vulnerable, as Rehma travelled alone and was denied access to where she 
had started her new life, and particularly as this had come as a shock to her. 
Perhaps it was also the time at which her husband fe lt at his most vulnerable and 
under the control of his mother.
I found out that he got my visa cancelled, so I was detained 
at the airport for nine hours. (Rehma)
The transcripts reflected many other types of abuse which contributed to the 
experience of being controlled. The following participant talked about three 
differenttypes of abuse used in quick succession as attempts to exert control; first 
sexual coercion with a potential threat of rape, then the use of alcohol, and then 
physical violence.
He err wanted sex with me err, unnatural sex with me but 
every time I'm a say "no" to him, umm then, sometimes he 
tried to put alcohol into my mouth, but I'm Hindu girl so I 
never drink, and sometime err, once I pushed the err, you 
know the bottle, and it's fallen down on the floor, then he 
beat me very badly. (Seema)
In other cases, sexual abuse was more explicitly described and was encouraged by 
some participants' mothers. The following quote demonstrates the use of sexual 
abuse to achieve power. Bejal's mother also took advantage ofthe vulnerability of 
a new mother, hoping that her daughters bond with her baby and her need for 
support would prevent her from leaving:
She [Bejal's mother] also told her [Bejal's sister] husband 
to... rape her [Bejal's sister] and everything... so that she
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could be pregnant and then...bring her here, so that..in  a 
way my mum could be secure that my sister couldn't really 
run away or leave her husband... (Bejal)
Financial abuse was also often committed in orderto control women:
Basically they want to keep my gold as hostage and they 
wanted me to sign the papers [agreeing to divorce which 
Rehma did not want] so that I don't ask for anything, and 
then return it to me. (Rehma)
Lastly, many of the women identified with the use of emotional abuse as an 
attempt to control them.
They [Bejal's mother and siblings] also, sort of, played the 
guilt trip on me, apparently, "how can I do this to my 
parents?" (Bejal)
3.3.3. Secrecy
All ofthe women reported the abuse being kept secret within theirfamilies. Some 
participants reflected on their decisions to also keep it secret. This was often 
reported as influenced by the inter-generational transmission of values. Some 
participants reported respecting their mothers for having tolerated abuse and 
coping without the involvement of others, and aspired to follow their examples. 
For others, the threat of further HBV may have motivated them to collude in 
keeping the HBV secret, as well as potential views about how families should 
present to the wider community.
What my dad used to do to my mum, my mum didn't say 
anything, so why should I? My mum stayed quiet about 
everything, then why can't I? (Nadia)
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When people corne over it's sort of...I say we give them the 
impressionthat we are a happy close-knit family...but they 
don't really know what's going on. (Bejal)
Perpetrators often reportedly went to great lengths to hide the abuse taking 
place:
For three months I was not registered with the GP because 
they knew if I go there, I do not have language problems, if a 
doctor asks me something. I'm going to tell the doctor, so 
they were scared and they didn't let me out of the house.
(Rehma)
Often the little  support women did receive from friends or family was also kept 
secret from others. In contrast to mother-in-laws, participants' mothers 
reportedly wanted to supporttheir daughters, but were worried about what male 
members of the family would think of this. There was a sense that the love fe lt 
from some mothers was unconditional whereas fathers (and/or brothers) were 
less forgiving and more concerned with the cultural implications of broken 
marriages or other 'shameful' acts. This linked with the sub-theme of Power in 
that it positioned mothers as less powerful than mother-in-laws.
When this was gonna happen, the break up, my mother, not 
in front of my father, but she was always supporting me.
(Jas)
As much as my mum wanted to be there for me, she 
couldn't because she had like, one side my dad, one side my 
brothers and then there was us so I didn't expect anything 
from my mum because I knew deep down that she is with 
me. (Nadia)
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Some ofthe women talked about other family secrets. Rehma's ex-husband was 
allegedly homosexual. While this was common knowledge within the immediate 
household, the wider community was not aware. Rehma understood that their 
marriage was orchestrated as an attempt to hide his homosexuality from the 
community and that it's swift break-down was pre-planned. Many women 
similarly fe lt betrayed by their families' decisions to 'ruin' their lives purely to 
maintaintheirown position within the community and adhere to cultural norms, 
again highlighting the position of insignificance participants held for them.
Yeah, they just ruined my life, you know, they had it all 
planned [...] have a grand wedding, to show people that "I'm 
normal [heterosexual], the girl was bad, she was bad 
character, she was doing black magic on my mother."
(Rehma)
To summarise, participants experienced complex power relations involving 
intimate partners and extended families. Power was exercised in a variety of ways 
to gain control, and one particular method of controlling participants was keeping 
the nature of the HBV secret from others, which may have contributed to 
participants' experiences of isolation (discussed in 'Theme Three').
3.4 Theme Two: "Get an arranged marriage, and that's it."
The second theme encompassed thoughts about marriage. The sub-themes within 
this were; (i) Marriage as an expectation; (ii) Meaning of love and marriage; (iii) 
Role of sex; (iv) Marriage as a way of restoring honour.
3.4.1 Expectations o f Marriage
For many of the women, marriage was seen as an expectation of all women of a 
certain age:
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I think it was err...more to do with the culture because that 
was sort of how it is, the daughters once they were 18, they 
get an arranged marriage, and that's it. (Bejal)
They thought "it's her age to get her married off" so they 
have that barrier thing that this is her age and this is where 
she gets married off and that's it. That's why we wasn't 
allowed to dress the way we wanted to dress, if we wanted 
to go out, if we wanted to go on trips, if  we wanted to do 
anything outside we wasn't allowed to. (Nadia)
The use of the phrase 'that's it' in both extracts implies decisiveness and 
definitiveness; there is no question about marriage occurring. It also implies 
finality, in thatwhen a woman marries her life is finalised, fixed or even finished. 
Also presented is the idea that women work up to marriage, and that their 
behaviourbeforehand isshaped by the expectation that they w ill marry and fu lfil 
a particular role. Those who were born in Britain appeared to experience greater 
difficulties in making sense of such customs, which they reported to be associated 
with their cultures of origin.
Its sort of weird... they do want us to work and, sort of, 
study and build ourselves up, but they...want to be in 
control of...of money, and sort of... who you get married 
to...where you're going and stuff like that. (Bejal)
Women were reported as expected to achieve, perhaps as a means of upholding 
honour, although their achievements were not sufficient to grant them any 
control over their finances or choice of partner. These were reportedly 
determined by male family members such as brothers or fathers. Post-marriage, 
this responsibility is reportedly passed on to husbands at the exclusion of the 
women's families of origin, with women rarely assuming this responsibility 
themselves:
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Our system is like that after marriage, husband will look 
after you because after marriage you can't go back your 
father and you can't be burden. (Jas)
The notion that a marriage is forever at no matter what cost was presented as 
firmly ingrained in the minds of these women at the time of entering into their 
marriages. Divorce, particularly, was reported as carrying stigma within this 
sample of women. One participant referred to 'conditioning,' again highlighting 
the way in which values are passed down through generations. She tried to 
uphold these values despite the abuse that was occurring, and even having left 
the abusive relationship, she, like many others, felt a sense of shame and/or guilt.
I did not want to breakthis marriage, because you see in our 
culture we are not conditioned that way. W e're conditioned 
to you know no matter what, you have to stay in the 
marriage. It's not a good thing, being divorced, I don't, I'm 
not very proud of it, I'm embarrassed by it, I'm ashamed of 
it, but I can't help it, you see? It's them who did that.
(Rehma)
Some women also suggested that divorce is religiously wrong, adding another
level of systemic influence on their decision making:
In name of Allah, the bad bad bad very bad first thing this 
divorce, it's a very bad thing. Should be try never divorce.
(Jas)
3.4.2 Meaning o f Love and Marriage
It was widely recognised within this sample that being in a 'romantic' and\or
sexual relationship before marriage was discouraged and in some casesforbidden
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within their communities, although many of the women did not necessarily take 
this view themselves. For example some had boyfriends:
People sort of, saw us together and they did tell my mum "I 
saw your daughter with this boy" etc and my mum wasn't 
happy about it because it did bring shame into the family.
(Bejal)
Marriage was positioned asan institution,which was privileged overthe quality of 
the relationship between the man and woman. The following quote suggests 
partners as being replaceable in the view of a participants' sister-in-law.
My sister-in-law said to me, once she said to me, err, she will 
find, she will find a err, err, you know, guy for me, I left her 
brother, then she will find a guy for me...?! (Seema)
Most women appeared more familiar with concepts of respect or subservience 
than love or romance. Affection was rarely considered important and love 
appeared to be an unclear concept:
It's just importantthatyou love him and you care him that's, 
you know, that's not err how can I say...that's not important 
that we will show them [laugh] (Seema)
Instead, participants often saw the role of a w ife to serve her husband 
and struggled to identify why any man would be unhappy with a woman 
who served him. Love appeared to be described as acts of care.
I do, you know, err, whole house work for everything, I do all 
the things on time. But I don't know why he did wrong with 
me. (Seema)
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Love was not always thought to equate to knowing a partner, although 
participants were more inclined to want to knowtheirfuture prospective 
partners than they had been previously:
It doesn't matter whether it is arranged marriage or love 
marriage, I just want to know the person, yeah... (Seema)
This reconsideration was common for many of the women who moved from 
privileging more practical ideas about marriage and happiness, such as gaining 
financial stability, to wanting different things from relationships, such as a close 
bond with their partner. One participant reflected on what she valued most about 
her new marriage:
"He secured me, he tell me how much he love me and how 
can he ah care me and how can he lookafterme."(Jas)
3.4.3. Role o f Sex
While marriage was commonly seen as a bond to be maintained over a life time, 
sex was seen as the ultimate commitment with enormous consequences for 
women who chose to enter in to it. For example, Nadia's ex-partner had allegedly 
entered into a forced marriage, however it was having sex with his wife that he 
thought would ultimately 'ruin' her life, not the commitment they had made to 
marry. This indicates that the role of sex within relationships forthese participants 
was sometimes associated with shame as opposed to love and affection.
He told me that he hasn't slept with her or anything because it 
was forced and he didn't think that he should ruin another 
girl's life. (Nadia)
Participants suggested that people in the their communities would assume that 
sexual intercourse had taken place following marriage, and positioned sex to be as 
much a barrier to re-marrying as divorce itself.
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After divorce, if me go afterfive-sixmonths, who marry with 
me? Maybe, you think any good person come with me and 
they say yeah you should be my life partner, my wife, any 
good person? Relation [sexual intercourse] again, you 
know? No. (Jas)
Many participants described being in a sexual relationship as being religiously 
wrong, although some women clearly expressed how their experiences of abuse 
had led them to reconsider and compromise on some of their beliefs.
I know it's religiously wrong to be with someone but I will 
be, I w ill take this risk. I know I have to answerto my God, to 
my Allah but I w ill take that risk. I w ill know that person in 
and out. (Rehma)
Nadia appeared to feel that her mother saw marriage as a relationship between 
two people where the husband was in control and the wife was submissive to his 
sexual needs or desires regardless of his approach.
Until this day, she doesn't even know that she's been raped, 
she just thinks that that's her husband, a husband does that.
(Nadia)
While Nadia expressed thatthis was wrong, in the context of herentire transcript, 
this extract acts as a window into the already mentioned inter-generational 
transmission of values, as Nadia reflected on her tendency to take a submissive 
position in her subsequent abusive intimate relationship. In the previous and 
foil owing extract, sex is positioned assomethingto be given by women and taken 
by men.
...because of the fact that I needed someone there I just 
gave in everything... (Nadia)
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3.4.4. Marriage as a way o f Restoring Honour
Marriage also appeared to serve a function in upholding and restoring honour if 
women were thoughtto have brought shame to their families. Marriage is talked 
about here as protective and restorative:
I would probably be sent back home to get married because 
of the fact that, oh, I've been raped and they would think 
that the only way we can protect her from any other thing is 
for her to sent back home and for her to get married.
(Nadia)
This may have been the case for Rehma's ex-husband who, as already said, was 
suspected of being homosexual and entered in to a marriage with Rehma 
seemingly to save the family's reputation:
They had it all planned [...] have a grand wedding, to show 
people that "I'm normal." (Rehma)
Some participants acknowledged that this is a common practice and widely 
accepted and encouraged within their culture, while also alluding to the open 
secrets kept within the communities.
Culturally I think...urn it's sort of accepted, they think, okay, 
if  your daughter or someone is bad or doing something 
wrong then you as a parent are doing the right thing by 
getting them married, [...] everyone does it. [...] No one 
knew about it, but, urn, you could just tell because 
obviously, when my mum did tell neighbours, and friends 
and family that "yeah I've got my daughter married"...they 
were sort of, happy with my mum as well. (Bejal)
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To conclude, participants reported pragmatic views about marriage which 
appeared to shift as a result of their experiences of HBV. These views appeared 
influenced by cultural views and expectations that all women of a certain age 
marry and go on to remain married at all costs. Marriage was also seen as 
protective and restorative against 'shameful' acts and thus a central concept 
within this sample.
3.5 Theme Three: "I wanted to just literally kill myself..."
The third theme traced the reported impact of HBV on participants' mental health 
overtime. The sub-themes were (i)lmpacton psychological well-being; (ii) Journey 
of change and determination; (iii) Value of external support.
3.4.1 Impact on Psychological Well-Being
All of the women in the sample reported their experiences of HBV having a 
significant impact on their mental well-being at the time. Many described 
symptoms of anxiety and/or depression. For example:
I was so severely under depression [...] I was not well; I was 
suffering from anxiety, I was always on my toes and 
everything. (Rehma)
The majority of women described their mental health difficulties as being 
exacerbated by a sense of isolation when living with their in-laws, particularly 
when their families of origin lived abroad.
The main thingthatmake me cry, the one thing, I was alone 
here, I was alone here and they got the whole family. (Jas)
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All of the women talked about experiencing a sense of shame. They described 
shaming their families butalso about feeling ashamed of themselves. This led to 
the experience of further isolation:
it was like a shame, obviously on my family itself...and I fe lt 
embarrassed and ashamed the fact that it's happened to me 
and I felt, I could not look into anyone's eyes outside, I 
couldn'tfacethe wor/d let alone any of them, I couldn't face 
anyone afterthat.Jtwasthe shame within myself... (Nadia)
Emotional difficulties manifested themselves in different ways for the 
participants. Some reported having nightmares:
I was goingthrough a lot of mental issues... I started having 
a lot of nightmares... (Bejal)
Others disclosed having self-harmed by starving themselves or cutting 
themselves. Most had considered suicide to some degree:
I think it was... sort of...my mental health, I couldn't really 
take it anymore mentally... Like my self harming got really 
bad... [...] I used to cut myself and...cut my wrists...took an 
overdose...[...]...it was just all the pressure as well, and, the 
pressure and my mental health and... I sort of thought to 
myself " if I don't leave now, I'll probably end up dead"...
(Bejal)
Of course I was distraught, again, I was like starving myself, I 
was hurting myself, I wanted to just literally kill myself 
because, I thought "I've gone away from my home, they've 
let me down, I met someone else, he's let me down. What 
have I got to live for?" (Nadia)
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The violence experienced by the participants had le ft a lasting impact on their 
psychological wellbeing and many of the participants still found coping difficult:
The whole thing has happened nearly seven years ago, all 
together this whole thing, I still don't sleep well, I still cry to 
myself, I still do the things like...I just want to end my life...
(Nadia)
Consequences had been particularly lasting with regards to participants' ability to 
trust people and form new relationships:
I think if I'm in a relationship, I won't be able to trust that 
person. I w ill still wait for that email or something saying 
"it's over, you can't come back" you know? (Rehma)
3.4.2 Journey o f Change and Determination
All of the women described having gone on a journey, and despite the lasting 
psychological impact of their experiences, they described determination and 
strength as well as increased confidence in themselves. Sometalked about having 
found the freedom to speakfreely and be who they would like to be. For Bejal this 
had not been the case previously when she had fe lt particularly restricted, like a 
'statue':
I sort of know what I want more now than I did before, 
whereas before I fe lt more stuck, and now I feel like I can, 
sort of, share my opinions and feelings, sort of...be who I 
am, and not who someone else wants me to be, like, a 
statue I guess [laughs]. (Bejal)
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Many of them spoke about a greater sense of independence:
But now, I am able to find any address, anything. (Seema)
As mentioned earlier with regard to intimate relationships, participants' 
responses also indicated a shift in values since their experiences of HBV, and 
greater acknowledgement of psychological well-being and self-esteem:
There is a little  bit differences here like before that I got two 
house, I was thinking I'm rich but I haven't got any mental 
satisfaction. (Jas)
Religiously, orculturallythey'retold "we're from this culture 
and we have to make this marriage work," not at the 
expense of our respect, I w ill never forget that, ourown self- 
respect, self-esteem, no. We have to stand up for ourselves, 
no one else will. (Rehma)
Like many participants, Rehma was passionate about sending a message to others 
in her position to find the strength to leave abusive relationships despite systemic 
pressures to remain in them.
3.4.3 Value o f External Support
All of the women acknowledged the support o f external organisations as 
paramount in their maintenance of psychological well-being. Forthese women, 
the majority of their support appeared to have come from professional agencies 
as opposed to their own friends orfamilies, and as described earlier, the minimal 
support provided by family members was often in secret.
For some it was the experience of beingaround others in the same situation that 
helped to validate their experiences:
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Living in a refuge gives you an insight into other people's lives 
and you feel better about yourself because there are other 
people with more sufferings than myself, so it is that, and I w ill 
always be very thankful to this organisation for that. (Rehma)
For others it was the experience of having somebody reach out to them in a 
seemingly selfless way, at a time when they fe lt at their most isolated and 
vulnerable:
Emotionally I wanted someone to be there for me, just listen to 
me, because I couldn't even speak to my younger sister at the 
time because she didn't know what had happened that day [...]
I spoke to her [counsellor] about everything and I told her 
everything and I said "I just want to get away from this house 
as soon as possible because I can't take it anymore", she helped 
me [tearful], just straight away, there and then, she took no 
fees from me, nothing, and she just helped me. She was just 
one stranger coming into my life and itwas just, all of a sudden, 
my life had just changed. (Nadia)
For some participants it was the experience of formal psychological the rapy that 
was most helpful:
The psychotherapy...[...] from then I did stop cutting myself, 
urn...and that was off a person that could actually talk to you.
(Bejal)
In summary, all women reported significant psychological consequences of the 
HBV they experienced. These manifested themselves in a variety of ways 
including self-harm and suicidal ideation. For many participants, the 
psychological effects had been lasting, particularly in terms of forming
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relationships. Despite this, participants were able to demonstrate passion and 
determination forsurviving difficult situations and inspiring other women to also 
do the same. They also reported being able to draw on external support systems 
to increase their self-esteem and independence.
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4. DISCUSSION 
4.1 Overview
The aim of the current study was to explore the experiences of HBV in a sample of 
South Asian women living in Britain. The study aimed to add depth and breadth to 
existing literature on HBV by asking survivors about their experiences of the 
systemic context of the violence, rather than about the violence itself. I PA was 
used to analyse and interpret responses. The analysis yielded three themes 
surrounding issues of control, marriage and psychological impact. Each theme and 
its theoretical and practice and research implications, is discussed below, followed 
by the limitations of this study.
4.2 The me One : "I felt caged. "
4.2.1. Sign if  lean t Fin din gs
The sub-theme 'Power' highlighted difficult and complex relationships. With 
regards to intimate-partner relationships, findings corroborated previous research 
suggesting the abusive partner was often positioned as apologetic and 
affectionate aswell asaggressiveordisconnected.Thiswasconfusingfor many of 
the women and potentially helped to mai ntain abusive relationships, as suggested 
to be the case by Buchbinderand Eisikovits (2003).
All of the participants reported experiencing being controlled in their abusive 
relationships; however interpretation also highlighted the potential for survivors 
to hold some level of control over others, and for perpetrators to also experience 
being controlled within their relationships. Specifically this control became 
manifest by women denying their husbands' demands for a divorce. This was 
often due to participants' commitment to cultural values around marriage and 
divorce. While previous research acknowledges that women may hold some 
power in their potential to bring honour to the family, as well as shame (Gill, 
2004), the positions of power highlighted withi n this theme are additional. They
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highlight the influence of cultural values on relationships and the way in which 
woman may exercise control overmen in their attempts to protect such valueson 
marriage, with HBV occurring as a reaction to attempts to uphold honour as well 
as in response to bringing shame. Although notthe focus, this research provided a 
unique insightto perpetrators within abusive relationships through the lens of the 
survivor. As mentioned, this sub-theme was also closely entwined with cultural 
views about fixed gender-roles. Existing understandings of gender-roles within 
South Asian culture were both supported and challenged, with women being 
positioned as both powerless and powerful.
Control was exercised by the use of physical, verbal, emotional, financial and 
sexual abuse. Much of the abuse was subtle and ongoing as opposed to explicit 
attempts made on the survivors' lives following isolated acts of dishonour, as 
media coverage on HBV might suggest.
The use of secrecy as a controlling mechanism was indentified. Consistent with 
suggestions by Imber-Black (2003) secrets disempowered the survivors while 
empowering their perpetrators. They enabled families to bond despite the 
occurring abuse, and the practice of secret-keeping was often transmitted 
through generations. An additional finding was that much of the familial support 
participants received was also in secret.
4.2.2 Theoretical Implications
Findings supporting the notion of HBV being widely systemic can be 
conceptualised usingthe Duluth Model of domestic violence which encapsulates 
the notion that men are socialised into assuming power over women (Rivett& 
Rees, 2004). Perpetrators and those who collude are thoughtto be immersed in a 
culture which supports dominant relationships (Pence & Paymar, 1993). The
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model highlights cultural awareness and seeks to intervene within the 
community.
Harway and O'Neil presentthe 'Multivariate Model' (1999) for working with men 
who perpetrate domesticviolence. This incorporates violent risk factors for men, 
bio-psycho-social factors, relational factors and macro-societal factors. As found 
in this research, individual causes of domesticviolence are conceptualised as 
existingwithin a'matrix of gender expectations' where men control women who 
are seen as sexual possessions. As with the idea of 'open secrets,' such gender 
expectations at the very least are thoughtto allow domesticviolence to occur.
While the above models conceptualise the complex layers of involvement within 
HBV, they are geared towards explaining male violence towards women. This 
research demonstrates the need for more complex theoretical explanations as 
male perpetrators were often positioned as a vehicle for abuse to occur between 
mothers or mothers-in-law and daughters or daughters-in-law.
Johnson and Ferraro (2000) offer ways to conceptualise the types of violence 
committed against intimate partners. The violence reported within this sample 
corresponds to their description of 'Intimate Terrorism.' This entails a general 
motive to control and exert power leading the female survivor to become 
demoralised and trapped. They also cite (Renzetti, 1992) that this type of abuse 
can occur between women, although research in this area is comparatively 
limited, especially when considering the familial relationships between the 
women in the current sample.
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4.2.3 Practice Implications
In light of these findings, and as suggested by the BPS (2012), definitions of 
domestic violence would benefit from being broken down by type of abuse, as 
although the abuse committed against these women ultimately fu lfilled the 
function of gaining control, each type of abuse may be motivated differently and 
may have had a different psychological impact on the survivor. This would thus 
influence subsequent appropriate interventions (Johnson & Ferraro, 2000).
When considering the explicitly systemic nature of HBV, one might consider 
systemic intervention. However Pandya and Herlihy (2009) suggest safety in front 
of the family is of key importance in facilitating open disclosure in family therapy 
sessions and developing an alliance with the therapist. Thus family therapy is 
clearly notfeasible in cases where the risk experienced by participants of further 
abuse is high.
In more recent years there has been a move away from couples and family work 
to more systemic work with individuals (Rivett & Rees, 2004). Taking the 
Multivariate Model into account, Rivett and Rees suggest a systemic approach to 
domestic violence, adapted from Cronen and Pearce (1985), which points to 
changing gender role stereotypes and legal sanctions. They suggest that multi 
agency working is essential when working with perpetrators of domesticviolence. 
For example the utilisation of police reports, as perpetrators may minimise their 
accounts of their violent behaviour; systemic action to protect survivors in case of 
crisis; and interventions with perpetrators positioned as helping the survivor. They 
discuss using a 'paradox of leaving the partner outside the room' whereby 
perpetrators are required to reflect on their own contributions to violent 
exchanges while leaving their reports or interpretations of the survivors' 
behaviours 'outside of the room'enabling perpetrators to think more relationally.
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Group-work with South Asian men in West London has been qualitatively 
reported as successful, indicating the scope for such work to occur in an effort to 
achieve societal change (CFCS, 2010). Pandya and Herlihy (2009) suggest that 
therapists trained in social constructionist ideas, such as deconstructing dominant 
discourses around gender and culture, may be best placed for work in this area 
with people from South Asian communities.
4.2A  Research Implications
Contrary to the existing literature on HBV, the data suggested much more 
complex acts of violence which appeared to be manifestations of patterns of 
relating, rather than reactive to specific 'dishonourable acts/ This may call in to 
question the descriptive and prevalence data on HBV (e.g. EACH, 2009; IKWRO, 
2011) as the participants in this study came forward because they identified with 
issues of shame and honour being present within their abusive relationships in 
addition to identifying with experiencing HBV, as opposed to having the label of 
HBV imposed on their experiences.
The current study, while focusing on survivors' perspectives, gave useful insightto 
the roles, motivations and influences of other members of their family systems 
such as perpetrators, those who colluded and those who tried to help. Future 
research with others within such systems such as perpetrators and aides would 
provide furtherinsighttothecontextin which HBV occurs, the dilemmas faced by 
those involved and how best to support or intervene.
Further research would also benefit from exploring the meaning of gender roles 
as there appears to be some discrepancy between traditional and fixed gender- 
roles reported to be prevalent in South Asian cultures and the manifestation of 
these within abusive relationships, forexamplethe role of women as perpetrators 
of abuse, which in itself is an under-researched area.
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4.3. The me Two: "Get an arranged marriage, and that's it. "
4.3.1 Significant Findings
Marriage was seen as a central construct resonating with all women, even those 
who had never been married. It was experienced as carrying the function of 
protecting or restoring honour. There was a clear pressure on the women to 
become and remain married, causing further conflict in their decision to tolerate 
abuse or become divorced. Such findings support Madek (2007) in that divorce is 
highly stigmatised, howeverwhatwas different in this sample of women was that 
they were often abused because of their refusal to grant a divorce rather than 
their decision to seek one. This positioned beliefs that were thought to be 
previously experienced as protective, instead as unsafe.
The meaning of love and marriage varied. Views about marriage tied in with 
culturally endorsed gender-roles. Marriage was also often seen pragmatically in 
terms of needing to be entered into at a certain age to gain security as opposed to 
lookingforthe right person or falling in love. Participants appeared to be able to 
compromise on some of their views about marriage, and indeed sex, which had 
been positioned as an even larger commitmentthan marriage and a 'given' within 
marital relationships, despite their reports that their views were religiously 
influenced. Participants shifted to think more about their emotional needs 
suggesting some flexibility in even deeply engrained values.
4.3.2 Th eoretical Implications
A way of conceptualising these levels of needs is Maslow's Hierarchy of Needs 
(1983) which suggests that people are motivated to achieve needs along the 
hierarchyin a particularorder; physiological, safety and security, social belonging, 
self-esteem, and self-actualization. A review by Gambrel and Cianci (2003) of the 
literature in collectivist cultures, using China as a baseline, yielded suggestions
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that hierarchies of needs will d iffer in collectivist cultures (such as South Asia) in 
that the basic need is social belonging, self-esteem is eliminated and self- 
actualization is reached through meeting societal development needs. For the 
women in this study, their needs appear to have shifted from those associated 
with collectivist cultures, to those associated with individualist orwestern cultures 
through the acculturation process. While participants' reported a fundamental 
need to 'belong,' the way in which they sought to achieve this had altered. For 
example, all participants expressed a wish to marry or re-marry, although they 
talked about going about finding a suitable spouse differently. They appeared to 
identify with women at their shelters as opposed to their families and form new 
ideas about what they wish to achieve from future relationships.
4.3.3 Practice Implications
The flexibility of participants' values illuminates the opportunity to explore 
problematic thinking and behavioural patterns. Furthermore, particularly with 
regard to values participants fe lt were tied to religion, the potential for working 
with community and religious leaders in helping communities to interpret 
teachings in a way that is both religiously acceptable but also conducive to 
psychological well-being is highlighted. Clinicians could also explore with religious 
leaders and traditional healers the use of therapies more grounded in eastern 
approaches such as mindfulness (Weatherhead & Daiches, 2010). The need to 
'belong' may strengthen the case forgroup-based interventions with South Asian 
women in Britain who reportedly value identifying with others.
Sex was positioned as a taboo subject and associated with relationships of 
dominance ratherthan of love. Perhaps sex education in schools and/or religious 
settings could equally allow people to explore the relational aspects of sexual 
relationships as well as the physical, without imposing values which may appear 
too 'western.'
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4.3.4 Research Implications
The findings within this theme are supportive of previous research on views of 
marriage and relationships, namely that love is often but not always privileged 
less than convenience in South Asian cultures (Inman & Tewari, 2003). The theme 
tied in with the sub-theme of Power, where positive exchanges within 
relationships were explored, although positioned as confusing. This remains an 
under-researched area in domesticviolence literature, particularly with the South 
Asian communities. With more young British South Asians taking up 'hybrid' 
identities (Dwyer, 2000) a systemic understanding of HBV would benefit from 
further research into how they understand and negotiate their emotional and 
romantic needs with respect to the expectations from their culture of origin.
4.4. Theme Three: "I wanted to just literally k ill myself..."
4.4.1 Significant Findings
All women reported psychological consequences of HBV, supporting previous 
research suggesting elevated psychological difficulties in South Asian women 
(Kumari, 2004). Named difficulties included self-harm, anxiety, depression and 
difficulties in forming new and trusting relationships. As previously alluded to, 
participants appeared to go on a journey whereby their values and beliefs had 
shifted from those of more collectivist cultures to more western/independent 
ones, although participants did not always appear entirely aware or reflective of 
this shift. Much of the support talked about was from specialist women's 
organisations.
4.4.2 Theoretical Implications
Observed difficulties in some participants to reflect on and recognise their 
progress since their experiences of HBV maybe be explained by elements of a 
cognitive model of posttraumatic stress disorder (Ehlers & Clark, 1999). As such, 
many of the women may have been implementing dysfunctional behavioural and
194
Rupinder Joha
cognitive coping strategies, such as trying notto think about their experiencesand 
trying to remain emotionally numb. Such strategies may have inhibited their 
reflective capacity. It may also be the case that this was the first opportunity the 
participants had had to reflect in this way on their journeys, and as such were not 
accustomed to this way of thinking.
4.4.3 Practice Implications
Very few participants explicitly named or talked about formal psychological 
therapies. Whether these were accessed is unclear. Previous research with 
members of the South Asian (Punjabi) community in Britain indicates that while 
people may not be aware of the therapies on offer, there is a desire to learn more 
about the services on offer (Johal, 2010). Perhaps it is easier for services to 
assume minority ethniccommunities do not wish to be reached, as reachingthem 
may be resource intensive. However, participants in Johal's study appeared 
enthusiasticabouthavinga member of staff from the local psychotherapy service 
deliver a talk at their community centre and emphasised that this would be much 
more helpful if delivered in Punjabi. Along with the fact that all participants went 
to specialistservices run primarily by ethnic minority workers, this highlights how 
employing staff from minority ethnic communities may increase participation 
from that community (Fatimilehin & Dye, 2003) and may hold implications for 
encouraging recruitment into clinical psychological from ethnic minority 
communities and providing more opportunities to work with diverse service-user 
groups within training. Forexample, by utilising placements in specialist services, 
given that ethnic minority communities are less likely to access mainstream 
services (Weatherhead & Daiches, 2010). However, Laungani (2004) suggests that 
the therapeuticalliance is most essential regardless of 'ethnic match.' In addition, 
the National Institute for Mental Health in England (NIMHE, 2003) report 
recommends that cultural sensitivity can be achieved through training in cultural 
competencies, skills, values and knowledge for all staff.
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Although given their reported difficulties and the relational and systemic nature 
of HBV, there also appears to be support at a theoretical level for individual 
interventions to target patterns of relating rather than presenting symptoms 
alone, which varied more widely. Interpersonal Psychotherapy (IPT) explores 
symptoms in terms of interpersonal relations and aims to improve interpersonal 
skills and encourage clients to recognise and make best use of external support 
networks, which participants appeared to struggle with. IPT uses the 'sick role' to 
help clients to externalise their symptoms and excuse themselves from pressures 
fe lt by them to perform social obligations, which many of the participants 
appeared to relate to. It is already advocated as an effective treatment for 
depression (NICE, 2009), which many of the women in this sample reported 
suffering with.
Support systems for participants were experienced as limited, especially within 
their own communities. Much of the support received by family members was 
often provided in secret. 'Rescue' from HBV appeared to come from professional 
agencies influenced by seemingly more western values such as equal rights and 
roles for women. This highlights difficulties on a much widerscale in balancingthe 
integration of cultures and protection of human rights, with allowing different 
cultures to co-exist and refraining from positioning western values as'correct'and 
eastern values as out-dated.
4.4.4 Research Implications
While women often commented on the helpfulness of having someone to listen 
and talk to, answers to questions about the quality of support they have received 
remainedvague (hence not included in themes). The lack of research and service 
evaluation with service-users from ethnicminority communities hasalready been 
highlighted and attributed to the lack of uptake of psychological interventions by 
this group (Weatherhead & Daiches, 2010; NICE, 2000). However the 
comparatively high rate of up-take in specialist services for ethnic minorities, such 
as within women's shelters, has also been stated (Gupta, 1990). Research
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evaluation into the specifics of the interventions received and the nature of the 
components found to be helpful as well as measures of outcome would 
undoubtedly assist in tailoring mainstream services tom eetthe needs of survivors 
of abuse from ethnic minority communities.
4.5 Limitations
Research utilising I PA aims to achieve in-depth analysis of fewer interview 
transcripts to produce richer understandings of a phenomenon from a particular 
perspective. The numberof sufficient participants is a contentious issue. Whereas 
Smith et o/., (2009) advocate the analysis of between four and twelve transcripts 
for research as part of professional doctorates, it is worth nothing that other 
researchers recommended the use of much higher numbers of participants of 
twelve or more, as a move towards overcoming criticisms about the validity and 
rigour of qualitative research (Guest et al., 2006). The shallow analysis of larger 
numbers of transcripts however contradicts the idiographic commitment of I PA 
(Hefferon & Gil-Rodriguez, 2011). The sample size achieved was fe lt to be more 
concordant with the aims of this research which were to obtain richer contextual 
understanding of South Asian women's experiences of HBV. Furthermore, while 
maintaining homogeneity in that all participants were female and identified with 
concepts of shame and honour being present in their experiences of abuse, the 
sample yielded diversity in terms of age, relationship to perpetrator, and type of 
abuse.
The aim of this research was to explore experiences from a particular perspective 
as opposed to obtaining widely generalisable findings, hence the use of I PA 
(Touroni & Coyle, 2002). While some themes from this research might also be 
applicable to individuals from other populations (Smith & Osborne, 2003), much 
of the findings will resonate more closely with women from similar ethnic and 
cultural backgrounds, particularly as cultural context may influence experiences 
and perceptions of domesticviolence (Goldblatt, 2003). Moreover, the results of
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the current study are an exploration of HBV within South Asian culture and not 
South Asian culture as a whole. One does not equate to the other and participants 
from previous research studies have been keen to make this distinction clear to 
avoid stereotyping of South Asian culture (Dwyer, 2000)
As with all self-report research there remains the issue of reliability. The women 
in this sample may have altered their responses because they may have wanted to 
present in a certain way or because they may have fe lt vulnerable. To help to 
minimise this, significant steps were taking to ensure their safety and comfort 
duringinterviews. Furthermore, analysis in I PA finds themes common across the 
sample, suggesting a pattern in what the five individuals independently reported. 
This raises doubts about the likelihood that all five women misreported their 
experiences or that if they did that it had a significant impact on the analysis.
Due to the richness of the data obtained, some detail pertaining to subthemes 
was sacrificed in the write-up. Nevertheless, careful consideration was given to 
what would be highlighted in the analysis and priority was given to those themes 
that illuminated oradded to previous literature and provided additional systemic 
context to the phenomenon of HBV as this study sought to do.
4.6 Conclusion
This study has highlighted complex power-relations and subtle forms of abuse 
than previously explored in HBV research with South Asian women. It has 
highlighted the intergenerational transmission of values and secret-keeping and 
illuminated understanding of abusive relationships as a whole, as opposed to 
survivor perspectives or abusive acts in isolation. Moreover, HBV was understood 
not as a single act, but often as a continuing pattern of abuse which may manifest 
in a variety of ways.The systemicinvolve ment of family and community members
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was further highlighted and the presence of a variety of issues that may lead to 
HBV occurring was acknowledged.
Themes have been discussed in isolation however it is of note that they are all 
closely related. Forexample, the theme regarding control acknowledged the way 
inwhich women were positioned. The position of women, influenced by familial 
and cultural beliefs, subsequently influenced the way in which their role within 
intimate relationships and marriage was viewed. A level of ambivalence regarding 
such beliefs led to secret-keeping as a means of maintaining control, however this 
also impacted upon the psychological wellbeing of survivors and the support they 
were able to access.
The findings of this research have allowed the consideration of interventions, 
systemicand otherwise, which could be applied when working with both survivors 
and perpetrators of HBV in South Asian communities in Britain, as well as future 
research ideas.
Rupinder Johal
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APPENDIX A -  Research Poster
Are you a Survivor of Domestic Violence? 
Were there elements of Shame or Honour?
If your answers to these questions are 'yes' and 
you would like to tell your story to a female 
researcher in confidence, please ask staff about a 
study that could influence the care that women 
like you could receive in future.
You do not have to tell us your name and all 
information will be dealt with with sensitivity and 
in line with data protection guidelines.
Your identity will be kept safe.
You will be paid if you are required to travel.
Please ask staff for more information, 
email HBDVResearch@hotmail.co.uk or 
call or text 07448 130 256. 
Thank You.
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APPENDIX B -  Participant Information
PARTICIPANT INFORMATION
Study title
A Qualitative Exploration of Women's Experiences of Honour-Based Domestic Violence. 
Invitation paragraph
You are being invited to take part in a research study. Before you decide it is important for 
you to understand why the research is being done and what it will involve. This sheet tells 
you the purpose of this study and what will happen to you if you take part.
Please take time to read the following information carefully. Talk to others about the study 
if you wish. Feel free to ask us if there is anything that is not clear or if you would like more 
information.
Who are we?
My name is Rupi and I am a Trainee Clinical Psychologist. This research is being completed 
as a part of my Doctorate in Clinical Psychology.
What is the purpose of the study?
The purpose of this study is to investigate women's experiences of honour-based domestic 
violence.
Who is organising and funding the research?
The study is being organised and funded by a University.
Has the study been approved by any committee?
The study has been approved by the University's research and ethics panels.
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Why have I been chosen?
You have been chosen as you may have had an experience of some of the features of 
honour-based domestic violence and we would like to hear more about what this was like 
for you and how your life is now.
Do I have to take part?
No. It is up to you to decide whether or not to take part. If you do, you will be given a 
consent form to sign stating that you fully understand what the research will involve for 
you. You are still free to withdraw at any time and without giving a reason. A decision to 
withdraw at any time, or a decision not to take part, will not affect any care you receive 
from those who are helping you.
What will happen to me if I take part?
You will be asked to participate In a one to one interview with a female researcher, to 
discuss your experiences of domestic violence. The interview will last approximately an 
hour. These sessions will be audio taped and typed so the researcher can think about what 
you have said afterwards. The typed notes will not include yours or anyone else's names. If 
you do not wish to be taped, then you can still take part. In this instance I will take detailed 
notes instead.
Will my taking part in the study be kept confidential?
We realise that keeping your identity safe is of utmost importance. All of the information 
about your participation in this study will be kept secure and confidential. The study will be 
written up but any information that might identify you will be removed. You do not even 
have to give your real name if you do not wish to.
The only time that confidentiality may be breached is if you discuss any issues that indicate 
a specific risk to yourself or others. If these occur we would need to forward this 
information to the staff working at your refuge to ensure your safety and the safety of 
others. They will continue to respect your confidentiality.
The procedures for handling, processing, storage and destruction of data are compliant with 
the Data Protection Act 1998.
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Will I be paid any expenses?
Should you wish to take part in the study and wish to  m eet somewhere that requires you to  
travel, you will be reimbursed for your travel expenses.
What are the possible benefits of taking part?
W e cannot promise the study will have definite benefits. However the information we 
receive from participants may help to  educate others on the difficulties that some women  
experience after 'honour-based' domestic violence. W e hope that the research will also 
influence some of the care that is offered to wom en who are in a similar position. Some 
people might find it helpful to  talk about their experiences with someone they do not know.
What are the possible disadvantages and risks of taking part?
You may be asked questions you would not like to answer or find upsetting. If this happens, 
you can choose not to  answer, take a break, or end the interview. If you w ithdraw from  the  
study, we will destroy all information that we have collected from  you.
What happens if there is a problem?
W e would not expect you to suffer any harm or injury because of your participation in this 
study. If you are harmed by taking part in this study, there is no special compensation 
arrangement. If you are harmed due to  someone's negligence, then you may have grounds 
for legal action but you may have to pay your legal costs. Regardless of this, if you wish to  
complain or have any concerns about any aspect of the way you have been approached or 
treated during the course of this study, please contact the researchers responsible fo r this 
research using the details at the bottom o f this information sheet.
What happens when the research study stops?
Your care will continue as normal, regardless of w hether the study is still being carried out.
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Will anyone else be involved in the study or asked any questions about me?
W e may have spoken to  the  organisation you are currently receiving care from  in order to  
identify w hether or not you might be suitable to take part in this study. However, this 
research is about how you make sense of your experiences so w e will not require any 
inform ation about you from  anyone else.
What will happen to the data collected in the research?
The researcher and researcher's supervisor/s will have access to  the  inform ation during the  
research study for supervision purposes. This is to  ensure that that the  study is being carried 
out properly. All will have a duty of confidentiality to  you as a research participant and 
nothing that could reveal your identity with be disclosed outside the research site. Data 
collected during the research will be held fo r five years after which it will be destroyed.
Study progress and the  results of the research will be made available to  the  funding body, 
University o f Surrey. It is intended that the research will also published in academic journals 
and presented at clinical conferences so o ther professionals can learn from  our findings. It 
may be possible that something you say may be used as direct quotations in articles w ritten  
for publication. For all of these purposes, any identifying information will be removed and 
fictional names will be used to  protect your identity so you are not recognisable. The results 
of the research will be made available to  you if you are interested.
Contact Details:
If you should wish to  contact us regarding the research please contact a m em ber of your 
staff team  who can forward your query on to  either Rupi (the researcher) or Naomi (the  
research supervisor).
A lternatively contact HBDVResearch@hotmail.co.uk or 07448130 256.
Thank you for considering taking part or taking time to read this sheet.
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APPENDIX C -  Demographic Questions and Interview Schedule
DEMOGRAPHIC QUESTIONS
The following questions are optional and to be asked to the participant with sensitivity 
following a briefing of the study.
Gender: ......................................................................................................................
Age Bracket: < 2 0  □  21 — 25 o 26 -  30 □
3 1 - 3 5 o  3 6 - 4 0 0  4 1 -4 5  □
4 6 - 5 0 0  5 1 - 5 5 o  56+  o
Ethnicity:....................... .....................................................................................................................
Identified Faith (if any):..................................................................................................................
Country of Birth: .....................................................................................................................
Time In UK: .....................................................................................................
Previous Accommodation:...........................................................................................................
Previous Household Mem bers: .................................................................... ............. ...............
Family Abroad:
Support Networks available:
Level of Education: 
Number of Children: ..
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INTERVIEW SCHEDULE
A Qualitative Exploration of South Asian Women's Experiences of Honour based Domestic 
Violence.
-  Describe the research study and its purpose (participants will be given an 
information sheet/consent form so keep this brief}.
The purpose of these interviews is to talk about your experiences of honour-based 
domestic violence that may have led you to come into contact with this organisation. 
We are hoping to use this information to learn more about what would be most 
helpful for women in your position in terms of different types of support.
-  Confidentiality and participation
Before we start I would like to remind you that I am going to be recording the 
interview (if consent has been obtained) in order to capture everything that Is said 
accurately. If at any time you decide you do not want to say anything or want to 
leave the interview then you can do so and this will not influence your care in any 
way. Also your participation will remain confidential. The only exception to this 
would be if you tell me something that indicated either yourself or someone else is at 
risk.
It is really important that we are both kept safe throughout this process. I will respect 
your wish to tell me however much about yourself with which you feel comfortable. 
In order to keep both of our identities safe, I ask that you also do the same for me. I 
have agreed to share my first name and the fact that I am a trainee clinical 
psychologist from a university with the women who have agreed to take part in this 
research. I hope that this level of disclosure Is okay with you.
Do you have any questions before we start?
Introducing the questions/setting the scene
Take your time in answering the questions without worrying about what you think 
we may want to hear. If you need time to think, to take a break, or to end the 
interview for any reason then please feel free to  say.
First of all, I'd like to acknowledge that you must have been through some very 
difficult experiences in order for you to be here. I wondered if you could just give me 
a snapshot before we start so that I have some understanding of the context, for 
example the family structure you were living in...
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Interview questions
What has been your experience of honour based domestic violence?
1. W hat were your family's attitudes towards women and violence towards women?
Follow-up: How valued did you feel as a woman?
W hat do you think they thought of you as a woman?
How much of this was to  do with culture and religion?
How did these views compare to your own?
2. W hat were your family's attitudes towards love and relationships?
Follow-up: How was love and affection expressed in your family?
How much of this was to do with culture and religion? 
How did these views compare to your own?
3. How did your family communicate with each other?
Prompts: How were roles established/negotiated?
How were feelings expressed or explored? 
How were differences of opinion settled?
4. Can you tell me what happened to you to bring you here?
Prompts: W ere you hit/threatened/held against your will?
Abused financially/sexually/physically?
Follow-up: Was this done in response or in prevention to a behaviour or event?
W hat do you think the people who were abusive to you thought of you? 
W hat were your feelings towards them?
5. At what level was the way in which you were treated sanctioned?
Prompts: who do you think this was all okay with?
Why?
Follow-up: W ho took an active role?
Who knew about it?
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6. Who was not involved?
Prompt: Who was not allowed to know?
Follow-up: How was this managed?
How was the behaviour of you and the people who mistreated you 
different publically and privately, if at all?
What do you think would have happened if others were to find out?
7. What were family interactions like outside of the violence, for example 
before/between/after?
Prompt: Were there ever any apologies or explanations?
Were their times when you felt happy in your relationships and not like 
leaving?
8. What prompted you to leave?
Follow-up: What were your options/risks?
Had you tried to leave before?
What strengths got you through this?
9. What support did you experience?
Prompts: What social and professional support did you access?
How did people react when you told them about your experience?
Follow-up: What was most helpful?
What was least helpful?
What would you say to others in your position?
10. How do you think this experience has changed you?
Prompt: What have you learned?
How have your views about yourself as a person changed?
What do you find more/less difficult, if anything?
Follow-up: What would you like from future relationships?
What would you like to do differently when forming future relationships?
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Closing the Interview
I think we can end it there... Do you have any questions at this point? How do you 
feel now that the interview is over? If you think of anything later do not hesitate to 
contact me... Thank you for your time and for answering some difficult questions. I 
am happy to talk through some available organisations if you feel that would be 
helpful, or discuss with you again what will happen to the information you have 
provided me with...
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APPENDIX D -  Participant Consent Form
PARTICIPANT CONSENT FORM
Women's Experiences of Honour-Based Domestic Violence.
This study aims to explore the experiences of women who have experienced 'honour- 
based' domestic violence.
We would like to ask you to participate in our study by answering a few questions 
and talking about your experiences.
You do not have to take part and your decision will not affect your accommodation 
placement or care from any of the services you currently receive.
Please tick the relevant boxes:
1 have read and understand the information sheet □
1 wish to take part in the interview □
1 consent to my participation being audio recorded □
1 would like more information □
Please specify....... ......................................................................................
1 would like feedback from this research □
Particioant
Name .................... .......................................
Signed ....................................... ....................
Date ...........................................................
Researcher
Name ...........................................................
Signed ................................................ ...........
Date ........... ...............................................
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APPENDIX E -  Risk Assessment Summary
RISK ASSESSMENT SUMMARY
A Qualitative Exploration of South Asian Women's Experiences of Honour based Domestic Violence.
IDENTIFIED RISK CONTINGENCY PLAN SUPPORTING
POLICY/DOCUMENTATION
RISKS TO PARTICIPANTS
Distress during interview • Potential participants 
screened for suitability with 
staff at refuge using existing 
and ongoing risk 
assessments
• Appropriate information 
given before gaining 
consent
• Appropriate briefing and 
de-briefing with 
opportunity for participant 
to see interview schedule
• Use of 'safe' word
• Presence of someone else 
in the room
• Use of validation
• Interviewer has been 
cleared by the CRB to work 
with vulnerable people
• Surrey and Borders 
Partnership NHS 
Foundation Trust Lone 
Worker Policy 2009
• British Psychological 
Society Code of Ethics and 
Conduct 2009
• Ashiana Network Risk 
Assessment 1995
Distress following interview • Appropriate de-briefing
• Participants provided with 
details of support 
organisations
• Concerns discussed with 
participant before being 
reported to relevant key­
worker at the refuge so that 
they can monitor the 
individual
• British Psychological
Society Code of Ethics and 
Conduct 2009
Perpetrators or community 
finding out about the study
• Study conducted in 'safe 
haven’
e Disclosure of address to 
others by residents is not 
permitted and results in 
eviction
• Residents advised not to 
remain in contact with 
previously abusive persons 
or communities while in 
refuge
• Use of pseudonym
• No identifiable data to be 
transcribed
• Ashiana Network Policy on 
Confidentiality 1995
* Data Protection Act 1998
Rupinder Johal
• Secure storage and disposal 
of data
Violence from others • Notify local police about 
research prior to 
commencing and ask for 
contact phone number
• Collect information with 
follow-up questions if a 
disclosure occurs
• Accurately record any 
information received
• Discuss breaking 
confidentiality
• Report details and 
imminent dangers to key­
worker and/or emergency 
services
e Discuss appropriateness of 
referral to Multi-Agency 
Risk Assessment Conference
• Seek supervision
• Code of Practice for the 
Safety of Social Researchers 
2001
• Surrey and Borders NHS 
Trust Safeguarding Adults 
Policy 2009
• British Psychological 
Society Code of Ethics and 
Conduct 2009
• Protecting Adults at risk: 
London multi-agency policy 
and procedures to 
safeguard adults from 
abuse 2011
• Data Protection Act 1998
• Crime and Disorder Act 
1998
RISKS TO RESEARCHER
Distress during interview • Monitor own well being
• Take appropriate breaks
• Avoid interviews over­
running
e Conduct a maximum of two 
interviews per day
• Code of Practice for the 
Safety of Social Researchers 
2001
Distress following interview • Seek supervision
• Utilise other support 
networks available e.g. 
secondary supervisor, 
peers, therapist
* British Psychological 
Society Code of Ethics and 
Conduct 2009
Increased exposure to 
everyday risks and accidents
• Provide supervisor with 
addresses of where 
interviews are taking place 
and listed of times and 
dates of intended 
interviews
• Be contactable by mobile 
phone
• Inform supervisor of actual 
start and end times of 
interviews
• Sign in with refuge staff 
before commencing
• Code of Practice for the 
Safety of Social Researchers 
2001
• Surrey and Borders 
Partnership NHS 
Foundation Trust Lone 
Worker Policy 2009
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interviews
• Ask staff about Participants' 
mood and appropriateness 
before interview
• Conduct all interviews at 
organisations recruited and 
during working day
Feeling compromised or 
threatened during interview
• Presence of someone else 
in the room
• Going through self­
disclosure issues before 
interview commences
• Previous training in de- 
escalation techniques
• Refuge risk assessments 
also cover the womens' 
risks to others e.g. anger 
issues.
» Code of Practice for the 
Safety of Social Researchers 
2001
• Surrey and Borders 
Partnership NHS 
Foundation Trust Lone 
Worker Policy 2009
• Ashiana Network Risk 
Assessment 1995
• British Psychological 
Society Code of Ethics and 
Conduct 2009
Identity becoming known to 
perpetrators
• Notify local police about 
research prior to 
commencing and ask for 
contact phone number
• Agree code word with 
supervisor which would 
indicate being in a 
dangerous situation
• Removal of university logo 
and personal details from 
participant information and 
consent sheets
• Discussion around 
respecting boundaries 
around personal disclosure 
with participants before 
commencing interview 
questions.
• Code of Practice for the 
Safety of Social Researchers 
2001
* Surrey and Borders 
Partnership NHS 
Foundation Trust Lone 
Worker Policy 2009
Causing harm to others • See points under participant 
distress
• Keep detailed notes and 
records
• Surrey and Borders 
Partnership NHS 
Foundation Trust Lone 
Worker Policy 2009
• British Psychological 
Society Code of Ethics and 
Conduct 2009
• Ashiana Network Risk 
Assessment 1995
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APPENDIX F -  Evidence of Ethical Approval
Faculty of Arts and Human Sciences 
Ethics Committee
Chair’s Action
Ref:
Name of Student:
Title of Project:
Supervisor:
Date of submission: 
Date of re-submission:
695A-PSY-11 (with conditions) 
RUPI JOHAL 
A Qualitative Exploration of South Asian 
Womens’ Experiences of Honour Based 
Domestic Violence 
DR NAOMI WILSON 
14th DECEMBER 2011
The above Project has been submitted to the FAHS Ethics Committee.
A favourable ethical opinion has now been given.
Signed:
D(jAdrian Coyle 
Chair
Dated: 2 A- ^  J  2 0 1 :2 .
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APPENDIX G -  Sample Transcript Coding
343
MRP Interview 3
1: Yeah... So do you think your sister-in-law thought it was ok that he
344 was treating you badly?
j|'345 S: Yeah, because every time she fprce_her,errhlm.and then for him s i s k r  t w  'Y \
346 "you do this thing, you do this thing." Because err, every time my
347 husband sa id/you know, err, "1 will give you too much, you know,
' "
348 surprise, too much punishment, then you gonna be mental girl,.7" . . 1
349 you, you walking around a London street you... on roads of the , ' - *
350 London street,"
351 1: And your sister-in-law was encouraging him?
352 S: Yeah, because, my sister-in-law said to me, once she said to me,
■ i 353 err, she will find, she will find a err, err, you know, guy for me, I left
354 her brother, then she will find a guy for me..,?! ( !  - '
355
356
357
1: Okay... Was there anyone else who was involved in treating you 
badly?
S; No.
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